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LA NEPHROSE lipoidique et les syndromes né- 
phrotiques sont caractérisés par l'association d’une 
albuminurie massive, d’cedémes importants, d'une 
hypoprotidémie et d’une hyperlipémie. 


HISTORIQUE ET CLASSIFICATION 


Le terme de néphrose est créé en 1905 par 
Muller qui oppose les néphroses, affections dé- 
génératives des reins, aux néphrites, affections 
inflammatoires. En 1914, Volhard et Fahr, 4a 
Yautopsie de malades ayant présenté de grands 
cedémes et une albuminurie, constatent une in- 
filtration lipoidique des tubes sans lésions glomé- 
rulaires et ils proposent le nom de _ néphrose 
lipoidique pour cette affection. Aux Etats-Unis, 
Epstein, de 1912 4 1917, individualise la néphrose 
parenchymateuse chronique, et il décrit le syn- 
drome humoral. Cette maladie lui paraissant 
dorigine thyroidienne, Epstein préconise le traite- 
ment par un régime hypercarné et lextrait thyroi- 
dien a hautes doses. Cette conception ne fut pas 
admise sans réserves. Les rapports entre néphrose 
lipoidique et néphrite soulevérent d’emblée d’in- 
nombrables discussions, les formes de passage entre 
ces deux types opposés de néphropathies étant 
fréquentes, 

Actuellement, le champ de la néphrose lipoi- 
dique, maladie autonome, se rétrécit peu a peu. 
Il n’y a plus opposition entre néphrose et néphrite 
et il semble préférable d’employer le terme “syn- 
drome néphrotique”. En effet, le syndrome né- 
phrotique peut survenir au cours de nombreuses 
affections: glomérulo-néphrite, maladie amyloide, 
lupus érythémateux, diabéte sucré, pyélonéphrite 
chronique, thrombose de la veine rénale, et enfin 
a la suite de diverses intoxications (diurétiques 
mercuriels, sels dor, dérivés de lépidione). 

Lorsque le syndrome néphrotique semble primi- 
tif, on parle encore de néphrose lipoidique dont 
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on oppose deux formes: la néphrose lipoidique 
pure, sans hématurie, sans hypertension ni signes 
dinsuffisance rénale; la néphrose lipoidique mixte 
ou, au syndrome néphrotique se mélent d’emblée 
les signes dits d’insuffisance rénale. On différencie 
artificiellement ce syndrome de néphrose-néphrite 
de la néphrite chronique avec syndrome lipido- 
protidique. Nous envisagerons essentiellement les 
différents éléments du syndrome néphrotique 
auxquels nous avons consacré des travaux person- 
nels récents. 


ETIOLOGIE 


Les confrontations anatomiques précoces par les 
ponctions-biopsies rénales** 78 et les biopsies 
chirurgicales (Hamburger, nous-mémes) ont en- 
trainé un véritable démembrement de la néphrose 
lipoidique. Aussi Tétude de Tétiologie. des syn- 
dromes néphrotiques est-elle impossible 4 séparer 
de létude histologique. 


Le syndrome néphrotique de la 
glomérulo-néphrite subaigué 


La découverte d’une lésion de glomérulo-néphrite 
subaigué est l’éventualité la plus fréquente au cours 
d’un syndrome néphrotique, surtout chez l’adulte: 
les glomérules apparaissent augmentés de volume 
avec prolifération endo et épithéliale et formation 
d’adhérences flocculocapsulaires (images en crois- 
sant classiques). Assez fréquemment, les lésions 
présentent des caractéres particuliers avec associa- 
tion de phénoménes dégénératifs des anses capil- 
laires aux phénoménes prolifératifs épithéliaux. 

Sur le plan clinique, les diagnostic est extré- 
mement difficile et aucun des critéres proposés n’a 
de valeur absolue. Le tableau peut étre celui de la 
néphrose lipoidique la plus pure. L/’insuffisance 
rénale manque souvent dans les premiéres années 
dévolution d'une glomérulo-néphrite et’ inverse- 
ment peut exister de fagon transitoire au cours des 
grandes poussées cedémateuses de néphrose lipoi- 
dique. L’hématurie, 4 condition d’étre’ étudiée par 
la technique du débit-minute est retrouvée de 
facon quasi constante dans la néphrose lipoidique, 
parfois méme 4 un taux élevé. Nous avons observé 
plusieurs cas de néphrose lipoidique ayant évolué 
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vers la guérison totale aprés avoir présenté une 
hématurie microscopique a plus de 100,000 hé- 
maties-minute. 

Le taux des gamma-globulines, bas dans les 
néphroses lipoidiques, serait, pour certains auteurs, 
élevé dans les glomérulo-néphrites. En fait, comme 
nous le verrons plus loin, cet élément n’a rien 
d’absolu et tout dépend du stade évolutif: un 
' abaissement du taux des gamma-globulines peut 
se voir dans les glomérulo-néphrites lorsque la 
protéinurie est suffisamment importante et pro- 
longée; inversement, nous avons souvent constaté 
un taux normal de gamma-globulines au début des 
poussées néphrotiques. 

Seule en pratique, histoire clinique, lorsque la 
notion d’antécédents de glomérulo-néphrite aigué 
est nette, permet de reconnaitre le syndrome né- 
phrotique secondaire. Mais la fréquence avec 
laquelle le stade aigu de la glomérulo-néphrite 
risque de passer inapercu rend compte des difli- 
cultés de ce diagnostic et de la fréquence des 
surprises histologiques. 

L’observation suivante illustre parfaitement ce 
probléme:* 


Une petite fille de 11 ans, Elisabeth, est atteinte 
dune néphrose lipoidique apparemment pure et primi- 
tive, survenue dans des circonstances bien particuliéres; 
celles-ci furent connues grace au milieu médical attentif 
dans lequel vivait l’enfant. 

En octobre 1952, la sceur d’Elisabeth, au décours 
d'une scarlatine, fait une glomérulo-néphrite hématuri- 
que. Quelques jours plus tard, Elisabeth présente elle- 
méme une angine sans complications apparentes. Mais, 
deux semaines aprés cette angine, un examen systé- 
matique de ses urines révéle une albuminurie a 0.20 g. 
par litre. 

Pendant toute l'année 1953, Tenfant continue a 
mener une vie normale et cette albuminurie est 
retrouvée de facon constante a des taux allant de 0.30 
a 0.60 g. par litre. Parallélement existe une hématurie 
microscopique retrouvée a chaque examen (de 50,000 
a 200,000 hématies/minute) . 

En mai 1953, une amygdalectomie ne modifie en 
rien ces signes urinaires et, en aodt de la méme année, 
la survenue dune angine est suivie d'une poussée 
hématurique 4 500,000 hématies/minute. L’année 1954 
se passe exactement dans les mémes conditions. L’enfant 
continue 4 mener une vie normale, sans présenter 
aucun signe fonctionnel, sans cedémes ni douleurs 
lombaires, avec une tension artérielle strictement 
normale. Mais les signes urinaires persistent inchangés. 

A partir d’octobre 1954, sans cause apparente, on 
assiste a une élévation progressive de lalbuminurie: 
2 g. (20 novembre 1954), 3.50 g. (7 janvier 1955), 
7 g. (15 février), 8 g. par litre (24 février 1955). 
Brusquement, en 24 heures, sans aucun élément 
déclenchant apparent, surviennent les cedémes. 

Au total, cette petite fille présentait donc depuis plus 
de deux ans ce qu'il est convenu de nommer une glomé- 
rulo-néphrite, entiérement latente, mise en évidence 
seulement par des examens systématiques tout au, long 
de son évolution. 

Le syndrome néphrotique est survenu dans ces 
conditions; il ne différe en rien ni cliniquement, ni 
biologiquement d’une néphrose lipoidique pure, et c’est 
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seulement la connaissance de ces antécédents précis 
qui permet de connaitre sa cause exacte. 


Seuls les syndromes néphrotiques des glomérulo- 
néphrites survenant moins de deux ans aprés le 
début aigu de la maladie auraient une chance 
d’étre réversibles.1 Confirmant cette notion, nous 
avons pu observer chez lenfant plusieurs cas de 
syndromes néphrotiques ayant succédé dans un 
délai trés court (de quelques jours 4 quelques 
semaines ) au stade aigu de la glomérulo-néphrite. 
Ces cas ont eu, le plus souvent, une évolution 
favorable. 

Mais, ces formes précoces mises a part, le 


~ pronostic de ce type de syndrome néphrotique est 


trés grave. Le traitement hormonal est le plus 
souvent inopérant et nest peut-étre pas sans 
dangers;”> apres de nombreuses poussées succes- 
sives se déroulant sur cing a dix ans, la maladie se 
termine en insuffisance rénale chronique avec 
hypertension. Parfois d’ailleurs une hypertension 
artérielle grave précede la décompensation rénale. 


Le syndrome néphrotique de lamylose rénale 


La deuxieme grande étiologie de syndrome né- 
phrotique est constituée par la maladie amyloide. 
Souvent seul l’examen anatomique permet de recon- 
naitre Tamylose. Les lésions histologiques sont 
avant tout glomérulaires et artériolaires. Dans les 
glomérules, la substance amyloide apparait entre 
le cytoplasme endothélial et la membrane basale: 
lorsquelle s’étend, la substance amyloide prend 
volontiers un aspect nodulaire, refoulant 4 la péri- 
phérie les capillaires distendus. La substance 
amyloide est caractérisée par ses réactions tinc- 
toriales (fixation du Rouge Congo, propriétés 
métachromatiques au violet de Paris). 

Le syndrome néphrotique réalisé cliniquement 
par l'amylose rénale peut ressembler en tous points 
a une néphrose lipoidique apparemment primitive: 
nous en avons observé plusieurs exemples, surtout 
chez l'adulte.*® L’épreuve au Rouge Congo est tou- 
jours difficile 4 interpréter et i] faut tenir compte 
dun certain nombre de _ facteurs  capables 
d’expliquer les résultats aberrants. Le pourcentage 
de fixation dépend de la quantité de substance 
amyloide présente. Une amylose débutante ou 
localisée peut donc n’entrainer quune fixation 
minime. Le pourcentage de Rouge Congo fuyant 
le plasma ne dépend pas seulement de la substance 
amyloide. Dans le plasma. le Rouge Congo est lié 
4 la molécule d’albumine, la quantité de colorant 
fixé décroit progressivement avec la diminution de 
Yalbumine. Pour une albuminémie inférieure 4 15 
g./litre, il n'y a plus de liaison entre le colorant 
et lalbumine; le Rouge Congo nest pas retenu 
dans le courant circulatoire et est rapidement 
excrété par voie rénale ou biliaire (Blondheim, 
Helander). 

Lorsque la protéinurie est trés abondante, 
les molécules de Rouge Congo passent dans les 
urines en méme temps que l'albumine sur laquelle 
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elles sont fixées, et une quantité notable du 
colorant peut fuir dans les urines; il faut donc 
toujours recueillir les urines émises pendant la 
durée de lépreuve afin d’évaluer la quantité de 
Rouge Congo ainsi perdue et en tenir compte dans 
Vinterprétation de la disparition du Rouge Congo 
sérique. 

Ces différents faits permettent de comprendre 
quil peut exister des tests faussement positifs et 
quinversement un résultat négatif ne permet pas 
déliminer le diagnostic d’amylose.** 

Contrairement aux affirmations de _ certains 
auteurs (Benhamou, Molina), le taux des gamma- 
globulines ne constitue pas non plus un critére de 
diagnostic formel. Nous avons en effet pu montrer 
chez nos malades que le taux des gamma- 
globulines est lié a Vhypoalbuminémie et est 
dautant plus bas que l’albuminémie est elle-méme 
plus abaissée.3° Par contre, comme Ia signalé 
notre Maitre, le Professeur Pasteur Vallery-Radot, 
le taux des lipides est parfois moins élevé dans les 
syndromes néphrotiques amyloides, n’atteignant 
pas les chiffres considérables de la néphrose lipoi- 
dique primitive. Mais ceci n’est pas constant. 


Le diagnostic repose en fait sur le contexte 
clinique. Il est facile lorsqu’on a la notion dans les 
antécédents d'une maladie amylogéne (suppuration 
chronique, tuberculose pulmonaire chronique, 
maladie de Hodgkin, polyarthrite chronique évolu- 
tive etc.). Mais assez souvent ce syndrome né- 
phrotique apparait primitif. I] faut alors rechercher 
systématiquement un foyer suppuratif causal qui 
peut étre minime et latent. 


Il est trés important de poser ce diagnostic de 
néphrose amyloide car les indications thérapeuti- 
ques sont ici trés particuliéres.*® Le traitement 
hormonal est formellement contre-indiqué s'il 
existe une amylose: car il risque daggraver la 
maladie. Le seul traitement de l’amylose rénale 
consiste en l’ablation éventuelle du foyer suppuratif 
causal, Les essais d’hépatothérapie que nous avons 
faits 4 la suite de certaines publications anglo- 
saxonnes, ne nous ont pas permis jusquici 
dobserver dautres effets qu'une amélioration 
fonctionnelle d’ailleurs indiscutable.* 


Le syndrome néphrotique des diabétiques 


Ce sont, ici encore, les lésions histologiques qui 
ont permis dindividualiser ce syndrome. I] existe, 
en effet, dans tous ces cas, une dégénérescence 
hyaline du glomérule 4 forme nodulaire. Dans les 
formes avancées, un processus de sclérose remplace 
la hyalinose. 

Ce syndrome (syndrome de _ Kimmelstiel- 
Wilson) débute, en général, entre 40 et 50 ans, 
chez des diabétiques anciens, par une albuminurie 
a plusieurs grammes bientét accompagnée 


d’cedémes extensifs et, le plus souvent, d’hyper- 
tension et délévation de Ilazotémie. Au fond 
d'ceil, i] existe de fagon constante une altération 
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des vaisseaux rétiniens. L’examen humoral met en 
évidence le déséquilibre humoral caractéristique. 

L’évolution est toujours fatale en quelques 
années, dans un tableau de néphrite chronique 
hypertensive. 


Le syndrome néphrotique du lupus érythéma- 
teux disséminé 


La biopsie rénale du syndrome néphrotique du 
lupus érythémateux disséminé montre des lésions 
glomérulaires d’un type spécial, constituées par un 
épaississement fibrinoide, focal, de la membrane 
basale des anses capillaires, leur donnant l'aspect 
décrit par Klemperer sous le nom de “wire-loops”. 
Des thrombus hyalins siégent fréquemment dans 
le flocculus. Au niveau des parois capillaires 
dégénérées, existent des granules hématoxyphiles 
qui seraient spécifiques du lupus érythémateux et 
seraient formés d’acide désoxyribonucléique, par- 
tiellement dépolymérisé, Contrairement a lépais- 
sissement diffus et uniforme de la membrane basale 
de la glomérulo-néphrite membraneuse, les lésions 
glomérulaires du lupus érythémateux disséminé 
sont toujours focales, atteignant seulement une 
partie des capillaires du flocculus. Ceux-ci sont 
souvent le siége d’une réaction proliférative. 

Le lupus érythémateux disséminé s'accompagne 
de manifestations rénales dans 70% des cas environ, 
et celles-ci‘prennent parfois lallure d’un syndrome 
néphrotique. Elles peuvent venir compliquer une 
forme typique de la maladie ou, au contraire, 
résumer a elles seules toute la symptomatologie.® 
Il sagirait d'une étiologie relativement fréquente 
du syndrome néphrotique, au moins chez Iadulte. 
Dans les cas ot Talbuminurie atteint un taux élevé, 
on retrouve alors les stigmates biologiques du 
syndrome néphrotique, mais les cedémes sont rare- 
ment importants.*° Ce syndrome néphrotique 
saccompagne trés rapidement dhypertension et 
dinsuffisance rénale et lévolution est toujours trés 
grave et trés rapide; le traitement hormonal reste 
inefficace, 

Le diagnostic repose sur la coexistence des autres 
manifestations cliniques du lupus érythémateux dis- 
séminé: fiévre élevée et irréguliére, éruption 
érythémateuse facio-tronculaire, coexistence d’au- 
tres manifestations viscérales (pleuro-pulmonaires 
ou cardiaques). Mais il est des formes rénales 
pures de lupus érythémateux disséminé se pré- 
sentant sous T'aspect d'un syndrome néphrotique 
primitif. | 

Les éléments 4 retenir en faveur du lupus 
érythémateux sont: une anémie avec leucopénie; 
une augmentation des gamma-globulines, dailleurs 
inconstante; souvent une fausse positivité des 
réactions sérologiques d’hémolyse de la syphilis; 
surtout la recherche dans la moelle et dans le sang 
de la cellulle L.E. de Hargraves et du facteur L.E., 
complété par la recherche des anticorps anti-DNA. 
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Fig. 1a.—Thrombose de la veine cave inférieure. Cavo- 
graphie par voie fémorale: aucune injection de la veine cave. 
Noter par contre la circulation veineuse collatérale para- 
vertébrale. (H6pital Broussais-La Charité). 


Le syndrome néphrotique des pyélonéphrites 
chroniques P 


La biopsie rénale peut révéler devant le syn- 
drome néphrotique le plus pur, la néphrite ascen- 
dante la plus caractéristique. Contrairement aux 
notions classiques, un syndrome néphrotique peut 
survenir au cours de |’évolution des pyélonéphrites 
chroniques (néphrite interstitielle chronique dori- 
gine ascendante).? Nous en avons personnellement 
observé plusieurs cas. Ce syndrome néphrotique 
nest dailleurs jamais trés intense et est presque 
toujours accompagné d'une insuffisance rénale et, 
quelquefois, d’une hypertension. 


Le diagnostic repose essentiellement sur la 
notion dinfections urinaires anciennes et récidi- 
vantes, la mise en évidence d’anomalies des voies 
excrétrices, point de départ éventuel d’une infection 
urinaire chronique et la constatation d’une pyurie 
ou d'une simple leucocyturie pathologique avec bac- 
tériurie. La présence de germes nest d ailleurs pas 
indispensable au diagnostic, car ceux-ci peuvent 
exister de fagon transitoire, ou méme manquer 
totalement, restant localisés dans le parenchyme 
rénal, : 
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Fig. 1b.—Cavographie par voie humérale chez le méme 
malade. Thrombose de la veine cave inférieure, Reflux dans 
une veine -rénale polaire supérieure déshabitée. (H6pital 
Broussais-La Charité). 


Le diagnostic différentiel consiste a ne pas 
prendre pour une néphrite ascendante, un syndrome 
néphrotique de glomérulo-néphrite secondairement 
infectée, comme cela est assez fréquent. Le traite- 
ment hormonal est inactif dans ce type de syndrome 
néphrotique; par contre, l’antibiothérapie permet 
parfois d’obtenir des rémissions. 


Le syndrome néphrotique des thromboses des 
veines rénales 


Le diagnostic n'est dordinaire porté qua 
Yautepsie, Les lésions histologiques associées a la 
thrombose veineuse sont soit une simple congestion 
glomérulaire (Allen), soit un épaississement de la 
membrane basale glomérulaire, trés proche de la 
glomérulo-néphrite membraneuse (Pollak);?7 nous 
avons pu confirmer expérimentalement que la stase 
veineuse rénale chronique pouvait entrainer chez le 
lapin un é€paississement modéré de la membrane 
basale glomérulaire.?”7 Les thromboses des veines 
rénales peuvent se manifester cliniquement sous 
Yaspect d'un syndrome néphrotique, lorsque l’ob- 
struction veineuse est incompléte ou progressive.*° 

Les éléments cliniques 4 retenir en faveur du 
diagnostic de syndrome néphrotique par thrombose 
des veines rénales sont: des antécédents de 
traumatisme lombaire pouvant étre trés anciens et 
oubliés; la notion d'une maladie thrombosante 
ou emboligéne; l’existence de phénoménes dou- 
loureux lombaires paroxystiques, trés violents, 
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ressemblant a la colique néphrétique et ayant pré- 
cédé ou accompagné l’apparition de l’albuminurie; 
Yexistence de dilatations veineuses sous-cutanées 
abdominales, témoignant d’une thrombose associée 
de la veine cave inférieure;*> la localisation pré- 
dominante sinon exclusive des cedémes a la moitié 
inférieure du corps, en cas d obstruction cave; la 
découverte clinique ou radiologique d'une augmen- 
tation de volume d'un ou des deux reins, dont la 
palpation est douloureuse; éventuellement, l’examen 
radiographique (phlébographie cave avec man- 
ceuvre de Valsava) permettant parfois de mettre 
en évidence la thrombose des veines rénales (Fig. 
1 a et b). 

Le diagnostic différentiel comme pour la 
néphrose par infection ascendante reste toujours 
difficile, car les différents syndromes néphrotiques 
peuvent se compliquer de thromboses veineuses et 
en particulier de thromboses des veines rénales, 

Sur le plan thérapeutique, il est trés important 
de reconnaitre [existence d’une thrombose des 
veines rénales au cours d'un syndrome néphrotique, 
car dans ce cas, le traitement hormonal est contre- 
indiqué et dangereux en raison de son action throm- 
bosante. Par contre, si le diagnostic de thrombose 
veineuse est porté, un traitement anticoagulant 
s impose. 

I] faut en rapprocher les syndromes néphrotiques 
décrits au cours des péricardites constrictives 
( Broustet ). 


Les syndromes néphrotiques apparemment 

primitifs 

Que le syndrome néphrotique soit pur ou 
saccompagne demblée de signes diinsuffisance 
rénale, dans bien des cas les études histologiques 
ne montrent aucune des images précédentes. Plu- 
sieurs types de lésions peuvent étre alors rencontrés: 
schématiquement, pour Allen, le tableau de la 
néphrose lipoidique mixte correspond aux lésions 
dites “glomérulite lobulaire”, et le tableau de la 
néphrose lipoidique pure correspond aux lésions 
décrites sous le nom de “glomérulite membra- 
neuse’.* Nous avons personnellement, avec Pasteur 
Vallery-Radot et Laroche rapporté des exemples de 
ces deux types de lésions.*" °? En fait, comme nous 
le verrons, cette schématisation ne couvre pas la 
totalité des faits observés et nous rencontrons assez 
souvent des formes intermédiaires de _ lésions 
glomérulaires sur lesquelles il est difficile de mettre 
une étiquette précise. Pour Bell—et nos observa- 
tions personnelles concordent avec l’opinion de cet 
auteur, la glomérulite membraneuse peut corres- 
pondre au syndrome néphrotique pur, mais aussi 
au syndrome néphrotique avec insuffisance rénale.® 

Dans certains cas de syndrome néphrotique avec 
insuffisance rénale d’emblée, on trouve les lésions 
caractéristiques de la glomérulite lobulaire. Le 
flocculus est transformé en quatre ou cinq lobes, 
chacun formés d’une masse arrondie, entourée elle- 
méme de capillaires dilatés. I] s’agit de substance 
hyaline, pauvre en cellules, prenant avec intensité 
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les colorations des mucopolysaccharides. A l’examen 
en contraste de phase, ces nodules apparaissent 
composés de filaments entremélés, qui sont par 
ailleurs modérément argyrophiles. Ces lésions abou- 
tissent finalement a la sclérose totale du glomérule 
et saccompagnent de sclérose artériolaire et 
d’atrophie tubulaire. Ces lésions glomérulaires 
rappellent morphologiquement celles de la forme 
nodulaire de la glomérulohyalinose des diabétiques 
et celles de lamylose rénale. 

Les syndromes néphrotiques liés 4 une gloméru- 
lite lobulaire ont toujours une évolution trés grave: 
en quelques mois ou quelques années, la mort 
survient dans un tableau dinsuffisance rénale 
chronique avec hypertension. La corticothérapie 
est totalement sans action sur ce type de lésion et 
elle peut méme avoir une action aggravante. 

On trouve souvent dans les antécédents lointains 
de ces sujets des infections focales récidivantes 
avec parfois albuminurie. Ces notions tendraient a 
rapprocher la glomérulite lobulaire de la glomérulo- 
néphrite commune, bien que [aspect histologique 
soit différent. Pour Allen, la glomérulite lobulaire . 
constituerait parfois le stade évolutif terminal de 
la glomérulite membraneuse. 


La glomérulite membraneuse est la lésion la plus 
communément observée dans les syndromes né- 
phrotiques purs et primitifs, particuli¢rement chez 
l'enfant. Elle est caractérisée par un épaississement 
diffus et homogéne de la membrane basale des 
capillaires glomérulaires,*}* Tous les glomérules 
sont atteints de facon uniforme et, a l’intérieur de 
chaque glomérule, le flocculus est altéré dans sa 
totalité. Cette lésion est bien mise en évidence par 
certaines colorations spéciales (trichromes, Hotch- 
kiss ). Au microscope a contraste de phase le glomé- 
rule prend un aspect caractéristique “en fer forgé”. 
Il nexiste aucune modification apparente des cel- 
lules endothéliales et épithéliales. 

Cependant, des recherches récentes effectuées au 
microscope électronique’ 7? ont permis de mettre 
en évidence une altération des cellules épithéliales, 
commune a tous les syndromes néphrotiques primi- 
tifs. 

Les cellules épithéliales glomérulaires simplan- 
tent normalement sur la membrane par toute une 
série d’expansions cytoplasmiques (“pedicels”). Cette 
structure disparait dans dans la néphrose lipoidique 
et le cytoplasme é€pithélial vient s’appliquer directe- 
ment sur la membrane basale, lui donnant un aspect 
épaissi. Cette notion est trés intéressante, car elle 
reporte au niveau de la cellule épithéliale une lésion 
que linsuffisance de nos moyens d exploration 
situait sur la membrane basale glomérulaire. 

Cette lésion semble réversible sous l’action du 
traitement hormonal, comme le montre une 


‘observation qui vient d’étre publiée.’? 


Nous avons nous-méme constaté cette altéra- 
tion des structures épithéliales dans les syndromes 
néphrotiques primitifs. Outre la disparition des 
pseudopodes épithéliaux, nous avons observé une 
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intense activité cytoplasmique traduite par la pré- 
sence de nombreuses vacuoles et de masses pro- 
téiques. 

Ces détails semblent montrer que le passage des 
protéines se fait 4 travers le cytoplasme épithélial 
et non, en dehors de celui-ci, entre les pseudopodes 
épithéliaux. Dés lors, la disparition des pseudopodes, 
laccolement massif du cytoplasme épithélial a la 
~membrane basale, peuvent fort bien n‘étre que la 
conséquence d'une perméabilité anormale de cette 
membrane. 

Tous les cas de glomérulite membraneuse n'ont 
malheureusement pas une évolution favorable: 
sous ce méme aspect existent vraisemblablement 
des lésions de nature et d’évolutivité différentes, 
qui vont répondre de facons diverses 4 la théra- 
peutique hormonale: les études au microscope 
électronique ont permis 4 Farquhar de montrer 
quau cours du lupus érythémateux disséminé il 
existait un épaississement réel et isolé de la mem- 
brane basale (lamina densa). 

Ceci explique vraisemblablement les opinions dis- 
cordantes émises dans la littérature quant au pro- 
nostic des glomérulites membraneuses. Sur le plan 
pratique, la découverte histologique d'une telle 
lésion indique formellement [essai du traitement 
hormonal, en sachant bien que celui-ci peut, malgré 
cet aspect, ne pas agir, comme nous Jl avons 
observé.*? 

Depuis que nous étudions systématiquement, au 
point de vue anatomique, les syndromes néphro- 
tiques rebelles 4 la corticothérapie, nous sommes 
frappés par la fréquence avec laquelle nous ren- 
controns des lésions difficiles 4 classer dans le 
schéma précédent. I] s’agit de lésions glomérulaires, 
prédominant sur la membrane basale, mais avec un 
épaississement irrégulier et une tendance a former 
des lobules. I] sy associe souvent une réaction 
endothéliale. II s’agit de lésions intermédiaires entre 
la glomérulite membraneuse et la _ glomérulite 
lobulaire, sans que l’on puisse affirmer la possibilité 
d'un “passage” de lune a autre. Enfin dans cer- 
tains cas de syndrome néphrotique pur et primitif, 
les glomérules apparaissent normaux, du moins au 
microscope ordinaire. Les glomérules sont peut- 
étre plus gros que normalement et d’aspect con- 
gestif, mais la membrane basale est normale, il n’y 
a aucune réaction proliférative endo ou épithéli- 
ale.'*: *® Méme dans ces cas, on retrouverait au 
microscope électronique la lésion des cellules épi- 
théliales décrite précédemment."! Une telle éventu- 
alité est rare chez l’adulte (11 cas sur 98 dans la 
série rapportée par Kark), mais serait beaucoup 
plus fréquente chez l’enfant, surtout avant 4 ans.'° 

Au point de vue clinique, les syndromes néphro- 
tiques primitifs surviennent classiquement en pleine 
santé apparente, en dehors de tout facteur étiologi- 
que déclenchant. Cette notion ne correspond pas 
aux faits que nous sommes habitués 4 observer: 
nous constatons avec une certaine fréquence deux 
ordres de facteurs déclenchants. Des infections 
focales, pharyngées, cutanées ou otitiques se retrou- 
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vent, dune part, souvent dans les antécédents 
proches ou lointains de sujets atteints de néphrose 
lipoidique, exactement comme dans les glomérulo- 
néphrites.”° 


Dans plus de la moitié des cas, les sujets néphro- 
tiques ont, d’autre part, des antécédents allergi- 
ques évidents (asthme, coryza spasmodique, urti- 
caire, rhinite saisonniére, sinusites allergiques, 
etc... ). Parfois existe une coincidence frappante 
entre les poussées allergiques et les poussées 
albuminuriques. L’allergie des muqueuses favorise- 
t-elle la surinfection, cause possible de la néphrose 
lipoidique, ou bien existe-t-il un mécanisme patho- 


_, génique commun? En tout cas les poussées néphro- 


tiques saccompagnent plus souvent dune 
éosinophilie élevée.?° Nous avons retrouvé le méme 
fait dans les glomérulo-néphrites subaigués. Ces 
différents éléments, joints 4 d’autres arguments que 
nous envisagerons plus loin, conduisent a rap- 
procher néphrose lipoidique et glomérulo-néphrite. 


Les syndromes néphrotiques dorigine toxique 


Dans certains cas exceptionnels il semble que 
le syndrome néphrotique puisse succéder a l’'admini- 
stration de certains toxiques (dérivés de l’épidione, 
diurétiques mercuriels, sels dor etc.). Il semble 
que, dans ces cas, les lésions soient celles de la 
glomérulite membraneuse.* ** °* Ces étiologies sont 
importantes 4 reconnaitre: ces syndromes néphro- 
tiques sont réversibles pourvu que l’administration 
du toxique soit interrompue a temps. La corticothé- 
rapie semble pouvoir hater la guérison.” 


Le syndrome néphrotique des toxémies 
gravidiques 


Au cours de certaines albuminuries de la gros- 
sesse, un syndrome néphrotique biologique peut 
étre constaté lorsque l’albuminurie est suffisamment 
importante. I] existe d’ailleurs des lésions histo- 
logiques trés proches de celles de la néphrose 
lipoidique, portant sur la membrane basale glomé- 
rulaire qui est simplement cedématiée, ou nette- 
ment épaissie. Dans certains cas, nous avons 
observé que Jalbuminurie persiste aprés la 
grossesse: la maladie évolue alors sous laspect 
dune glomérulo-néphrite subaigué avec syndrome 
néphrotique. 

Histologiquement, on retrouve des lésions res- 
semblant a celles de la glomérulo-néphrite sub- 
aigué, mais empruntant de nombreux caractéres 
aux glomérulites membraneuses et lobulaires. 


La suite de cet article sera publiée dans notre prochain 
numéro (N.D.L.R.). 
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HYDROCHLOROTHIAZIDE 
(HYDRODIURIL)* IN THE 
MANAGEMENT OF CARDIAC 
CEDEMA+ 


J. WENER, M.D., F.A.C.P., 

R. FRIEDMAN, M.D., C.M., 

A. MAYMAN, M.D., C.M. and 
R. SCHUCHER, Ph.D., Montreal 


HyYDROCHLOROTHIAZIDE is a dihydro derivative of 
chlorothiazide. Chemically, hydrochlorothiazide 
differs from chlorothiazide in having no double 
bond in the heterocyclic ring (Fig. 1). This latest 
member of the benzodiazines has been found to 
have a diuretic action closely resembling that of 
chlorothiazide in dogs, but to be sufficiently more 
potent than chlorothiazide to warrant further clini- 
cal evaluation in man. Earlier observations in man 
have confirmed the diuretic action of hydrochloro- 
thiazide and have shown it to be more potent than 
chlorothiazide.*-* 


HYDROCHLOROTHIAZIDE 


CHLOROTHIAZIDE 
STRUCTURAL FORMULAS 
cl Jp 


H N 
N \ 
e . Va i 
| NH 
a, . s o," 
s 
Q2 


SO2 
6-chloro-7- sulphamyl- 1.2, 
4-benzothiadiazine-||- dioxide 


6- chloro-7- sulphamyl-3,4-dihydro-l,2,4- 
benzothiadiazine-|, |-dioxide 


Fig. 1.—Structural formule of chlorothiazide and hydro- 
chlorothiazide. 


This study was undertaken to evaluate the 
diuretic effect of hydrochlorothiazide in patients 
in hospital with congestive heart failure, and also 
to study the effects of the drug in long-term treat- 
ment of ambulatory patients with chronic con- 
gestive heart failure. This report summarizes our 
experiences over the first three months of the study. 


MATERIALS AND METHODS 


The clinical material of the ambulatory group 
is presented in Table I. Thirty-one patients were 
studied, of whom 27 were observed in the cardiac 
clinic, and four in hospital during the period of 
study. Of these, 22 were men and 10 women, 
ranging in age from 42 to 87 years. Twenty patients 
had arteriosclerotic heart disease, six had rheumatic 
heart disease, four had hypertensive cardiovascular 
disease, and two had cor pulmonale. 


*Prepared by Merck, Sharp and Dohme under the trade name 
of Hydrodiurii. 

From the Cardiovascular Service and Biochemical Labora- 
tories, Department of Medicine, Jewish General Hospital, 
Montreal. This work has been supported in part by a grant 
from Merck, Sharp and Dohme, Montreal, Canada. 
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Patients in Hospital 


Four patients were admitted with classical signs 
and symptoms of congestive heart failure. In three 
cases, on admission, there was evidence of pul- 
monary congestion, enlargement of the liver and 
leg cedema, and in two of these cases there was 
also marked ascites with evidence suggesting some 
cardiac cirrhosis. The fourth patient had some pul- 
monary congestion, but no cedema. 


The methods of investigation and the biochemi- 
cal determinations were similar to those employed 
in the study of chlorothiazide and have already 
been described in detail.* In addition, in some 
instances serum calcium and magnesium were 
estimated by the Clark-Collip®> and the titan- 
yellow’ procedures, respectively.* 

The patients were given diets containing 4-6 g. 
of sodium chloride; fluids were given ad lib.; the 
total fluid intake varied from 1 to 2 litres. All pa- 
tients were digitalized. Whenever possible, a con- 
trol period of two days was allowed before the 
hydrochlorothiazide was administered. In order to 
evaluate the dose response effect, dosage ranged 
from 50 to 800 mg. of hydrochlorothiazide, two or 
three times daily after meals. On the average, 100- 
200 mg. was administered in two doses — one after 
breakfast and another after supper. The duration 
of this study in in-patients varied from six to 30 
days. 


Ambulatory Patients 


This group consisted of 27 patients who had 
been treated for chronic congestive failure in the 
cardiac clinic for periods ranging from six months 
to 14 years, with an average of 5.5 years (Table 
I). The majority of these patients had been pre- 
viously treated with chlorothiazide, digitalis, am- 
monium chloride and mercurial injections paren- 
terally, as required. The diet contained approxi- 
mately 4-6 g. of sodium chloride daily. At the 
onset of this study, most of the patients were 
fairly well controlled and were quite comfortable, 
but on examination 19 had some residual signs 
of heart failure (Table 1). Hydrochlorothiazide was 
administered in daily doses of 50-300 mg. However, 
it was soon observed that the optimal dose, parti- 
cularly in the severer cases, was 100 mg. twice 
daily (Table I). If additional diuresis was required, 
the patient was instructed to increase the dose 
by 50-100 mg. for two days of each week and then 
to resume the usual dose. Injections of mercurial 
diuretics were given when the signs and symptoms 
of congestive heart failure could not be controlled 
by hydrochlorothiazide alone. Ammonium chloride, 
60 grains (4 g.) daily, was given to many patients 
to prevent the occurrence of hypochlorzemia with 
the prolonged use of hydrochlorothiazide. Treat- 
ment lasted from four to 12 weeks. 


*The authors are indebted to Dr. J. J. Caesar of the McGill 
University Clinic, Montreal General Hospital, for making 
available their umpublished modifications of the procedures. 
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JG. A-43685 
SERUM No}'4!9 133-4 
ELECTROLYTES 
K 52 47 
mEq./I. 
Cl fiors 96-6 





20 


URINARY Mg. 
mEq./24 hrs. 









“URINARY Cl. 
mEq./24 hrs, 


URINARY K. 100 
mEq./24 hrs. 









URINARY Na 
mEq./24 hrs. 200 







URINARY VOLUME 
(ML./ 24 HRS) 










DAILY INTAKE 
(ML) 





BODY WEIGHT ree °. @ . 
(LBs.) ” 


159 
1. 3c. MERALLURIDE 


DOSE OF HYDRO- 800 
CHLOROTHIAZIDE 





(MG) 100 


5 
a, PO 
(DAYS) 


Fig. 2.—J.G., male, aged 54, rheumatic heart disease in 
very severe terminal heart failure. Note the magnitude of 
diuretic response obtained with 100-800 mg. of hydrochloro- 
thiazide, as compared to 3 ml. of meralluride (Mercuhydrin) 
intramuscularly. ! 


RESULTS ‘ 


The results of this study are tabulated in Table I 
for the ambulatory group and Figs. 2-5 for the 
in-patients. Hydrochlorothiazide, like its closely 
related analogue chlorothiazide, was useful in 
initiating a prompt diuresis and also in the long- 
term maintenance of the cedema-free state in 
patients with heart failure. 


IN-PATIENTS 
CasE REPORTS 


Case 1.—J.G., male, 54, had severe rheumatic heart 
disease, generalized anasarca, massive ascites and 
evidence suggesting cardiac cirrhosis. Hydrochloro- 
thiazide (200 mg. per day) increased the 24-hour 
urinary volume from about 400 to 800 ml. Further 
increase of hydrochlorothiazide to 800 mg. a day 
produced no further urinary excretion or increase in 
excretion of sodium, potassium and chloride (Fig. 2). 
Three ml. of intramuscular Mercuhydrin (meralluride) 
the following day resulted in a massive diuresis of 
4 litres. This patient was observed for a period of 
40 days in the hospital, during which time a daily 
dose of hydrochlorothiazide was given without any 
significant clinical improvement or loss of cedema, 
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SERUM Moft35:1 i A-44394. 
ELECTROLYTES Kk] 46 56 
mEq. /I. coer 1058 


URINARY Mg. 
mEq./24 hrs. 










URINARY Cl. 
mEq./24 hrs. 


URINARY K. 
mEq./24 hrs. 





URINARY Na. 
mEq./24 hrs. 







° 
URINARY VOLUME 
ML. / 24 HRS. 
1000 
° 
DAILY INTAKE 


ML. 1000 


BODY WEIGHT 


Bs. 
’ 105 


DOSE OF CHLORO-'° 
THIAZIDE 


DOSE OF HYDRO- jo, 
CHLOROTHIAZIDE 4 


a Time 


f+ 2m. MERAL- 
LURIDE 


Fig. 3.—E.B., 54, with rheumatic and subacute bacterial 
endocarditis (Case 2). There is a prompt diuresis with in- 
creased excretion of electrolytes and associated weight re- 
duction. Note that in the absence of cedema, the diuretic 
response decreases with further drug therapy, but response 
is still above control values. 


although the urinary volume was increased over 
control values. Repeated use of 3 ml. of meralluride 
resulted in a further diuresis (1.2-4.5 litres), again 
with only slight clinical improvement. The ascites 
became so marked that 18 litres of fluid was removed 
over a period of ten days, in order to give the patient 
some relief. It was further observed that after a period 
of eight to ten days on hydrochlorothiazide, 200-400 
mg. a day, the patient became very drowsy, lethargic 
and almost comatose. Upon cessation of therapy and 
the administration of potassium chloride because of 
hypokalemia, there was a gradual return to normal. 
At this time the serum magnesium levels were reduced 
from 1.7 to 1.3 mEq./l., and 3 g. of magnesium sulfate 
was given intramuscularly in 24 hours. At a later 
date, after another course of hydrochlorothiazide 
therapy, the drowsiness reappeared and it was thought 
that the diuretic might have been responsible. At 
this time, the serum sodium level was 140 mEq./1., 
serum potassium 4.1 mEq./l., serum chloride 97.1 
mEq./l., blood urea nitrogen (BUN) 31 mg. %, CO, 
34 mEq./l., and magnesium 1.6 mEq./]. The brom- 
sulphalein (BSP) retention was 42%; cephalin floc- 
culation, thymol turbidity and flocculation were also 
abnormal, and there was a marked reduction of the 
total proteins, with a slight reversal of the 
albumin/globulin ratio. The administration of glucose 
in water and cessation of all therapy led to a recovery 
in about five to six days. 


Case 2.—A.B., female, 54, with rheumatic and sub- 
acute bacterial endocarditis (Fig. 3). The patient had 
basal rales but no peripheral cedéma. After a control 
period the effect of administration of 100 mg. of 
hydrochlorothiazide was compared with that of 500 
and 1000 mg. of chlorothiazide and 2 ml. of meral- 
luride intramuscularly. Hydrochlorothiazide led to a 
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Fig. 4.—J.G., male, 62, with arteriosclerotic heart disease 
and severe heart failure (Case 3). The diuretic response to 
50-100 mg. of hydrochlorothiazide equals the response to 
500 mg. of chlorothiazide. 


prompt clinical improvement with weight reduction. 
The urine volume was increased, together with in- 
creased excretion of urine sodium, chloride, potassium 
and magnesium. After the initial diuresis, further 
therapy resulted in a smaller excretion of urine and 
electrolytes, but still greater than the control value 
(Fig. 3). In this case, the diuretic response to 100 mg. 
of hydrochlorothiazide was as great as after 500 mg. 
chlorothiazide or 2 ml. meralluride intramuscularly. 


CasE 3.—J.G., male, 62, with arteriosclerotic heart 
disease, after a control period of two days showed 
a prompt diuresis with 100 mg. of hydrochlorothiazide 
(Fig. 4). This was associated with clinical improve- 
ment and reduction in weight. The diuretic response 
to 100 mg. of hydrochlorothiazide closely approximated 
the response to 50 mg. of the same drug and 500 mg. 
of chlorothiazide daily. 


Case 4.—J.A., male, 66, with arteriosclerotic heart 
disease, was admitted with generalized anasarca. 
Owing to the severity of his condition, a control period 
was not possible, and on the first day of admission 
2 ml. of meralluride and 100 mg. of hydrochlorothiazide 
were administered. The continued use of hydrochloro- 
thiazide produced further diuresis and loss of cedema. 
Fig. 5 shows the average 24-hour urine response to 
hydrochlorothiazide, 100-300 mg., as compared to 
2 ml. of intramuscular meralluride. It appears that 
(1) the diuretic effect of 200-300 mg. of hydrochloro- 
thiazide daily was no greater than that of 100 mg., 
and (2) 2 ml. of meralluride in the same patient 
produced a greater diuresis than 100-300 mg. of 
hydrochlorothiazide. 


The above observations on in-patients show that 
hydrochlorothiazide produced a prompt diuresis 
which was associated with a marked increase in 
the 24-hour urine volume. As in the previous study 
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Fig. 5.—J.A., male, 66, with arteriosclerotic heart disease 
and massive cedema. The values charted are the average of 
three days of therapy with each dose of hydrochlorothiazide 
and three injections of meralluride. Note that the average 
daily response to 200 or 300 mg. of hydrochlorothiazide is 
no greater than after 100 mg. 


with chlorothiazide,t no attempt was made to 
control the fluid intake and in every instance the 
24-hour urine volume was significantly increased 
over contfol periods. This diuresis was always 
associated with a marked increase in the output 
of sodium, potassium and chloride. The pattern 
of electrolyte excretion was very similar to that 
effected with chlorothiazide. In general, the ex- 
cretion of chlorides paralleled the excretion of 
sodium with a lesser excretion of potassium in the 
24-hour urine specimens. 

The maximum optimal dose in the in-patients 
varied between 100 and 200 mg. daily in two 
divided doses; diuresis was not enhanced by higher 
doses (up to 800 mg.). In some instances 50 mg. 
of hydrochlorothiazide was as effective as 100-300 
mg. In attempts to compare the potencies of hydro- 
chlorothiazide, chlorothiazide and parenteral meral- 
luride in 2 ml. doses, 50-100 mg. of hydrochloro- 
thiazide appeared to be as effective as 500 mg. of 
chlorothiazide and 2 ml. of intramuscular meral- 
luride in some patients. In many instances, how- 
ever, administration of 2-3 ml. of meralluride re- 
sulted in a massive diuresis which greatly exceeded 
the response to hydrochlorothiazide. 


Ambulatory Patients 


In the ambulatory group of patients with con- 
gestive heart failure (Table I), the administration 
of hydrochlorothiazide was effective both in 
initiating water diuresis and in the prolonged main- 
tenance of the cedema-free state. Generally, the 
diuresis was most marked in patients with peri- 
pheral cedema at the onset of the study, and in 
these cases the initiation of the diuresis was 
associated with clinical improvement in the 
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patient. The oedema disappeared and the breathing 
of the patient improved. 

At the onset of the study all the patients except 
one were maintained on 500-1000 mg. chlorothia- 
zide daily, and a few still required mercurial 
diuretics (one injection weekly to one monthly). 
Hydrochlorothiazide was first given in a dose of 
50 mg. daily and then 50 mg. twice daily, but 
after one to two weeks the optimal dose of 100 
mg. was given twice daily (after breakfast and 
after supper). On this regimen only two cases 


required additional mercurial injections. When the , 


daily dose of hydrochlorothiazide was not ade- 


quate and there was a slight return of leg oedema ~ 


and rales, associated with a slight weight gain of 
1-2 lb. over the previous week, the dose was in- 
creased to 200 mg. of hydrochlorothiazide for 
several days; either maintenance at this level or 
reduction to 100 mg. after two to three days 
produced increased diuresis. With such a treat- 
ment schedule, parenteral mercurial injections were 
required in two of 27 patients. In several of the 
patients, who did not return to the clinic for an 
additional supply of the drug, there was a prompt 
increase in the body weight, associated with leg 
cedema and pulmonary rales. Such cases again 
responded to the administration of hydrochloro- 
thiazide, with prompt diuresis and clinical im- 
provement. The prolonged daily use of this drug 
in patients for two to five months did not lead to 
development of a state of drug tolerance. In séveral 
instances where chlorothiazide alone failed to 
control the oedema, hydrochlorothiazide therapy 
also had to be supported by parenteral mercurial 
injections. 


Electrolyte Studies 


In the in-patients, Administration of hydrochloro- 
thiazide promptly increased excretion of sodium 
and chloride ions, and to a lesser extent, potassium 
ions. Sodium excretion was almost parallel to that 
of chloride; results were similar to those observed 
after chlorothiazide or meralluride. Serum electro- 
lyte disturbances were minimal, mainly hypo- 
chloremia and hyponatremia; hypokalemia was 
never encountered. 

At the start of the study, serum sodium con- 
centrations were 3-5 mEq./l. below normal 
in many patients, as a result of prolonged treat- 
ment with other diuretics, mainly chlorothiazide. 
Hydrochlorothiazide therapy in many instances 
either produced no change or actually caused 
return of the serum levels in the blood to normal 
values; in only a few cases did hyponatraemia 
persist. Similar observations were made with the 
serum chloride levels. In our experience, the ad- 
ministration of ammonium chloride to ten patients 
did not appear to alter the electrolyte pattern. In 
no instance was hypokalemia present, and there- 
fore it was never necessary to give supplemental 
potassium chloride orally. 


~ 
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Blood urea nitrogen levels taken at regular inter- 
vals showed no evidence of renal damage 
(Table I). 

Results of serum calcium and inorganic phos- 
phorus studies were always within norma] limits. 

Urinary and serum magnesium studies were 
carried out on all these patients as part of an 
overall study on the influence of diuretics on serum 
ions in patients with congestive failure, and these 
observations will be discussed in greater detail 
elsewhere. In general, it may be stated from the 
preliminary results that in many instances the 
urinary magnesium may increase after hydrochloro- 
thiazide as well as after meralluride or chloro- 
thiazide. Thus far, only three instances of hypo- 
magneszemia were encountered in this study and 
these cases will be presented at a later date.’ 


Side Effects 


As in the case of chlorothiazide, the prolonged 
daily administration of hydrochlorothiazide seemed 
to be well tolerated by all patients, and in no 
instance was it found necessary to discontinue 
the drug because of any gastro-intestinal distur- 
bances. The only complaints encountered were 
dryness of the mouth and occasional parzsthesiz 
of the face and hands but these were never suf- 
ficiently severe to warrant discontinuation of 
therapy. 


DIscussION 


The above data clearly illustrate that hydro- 
chlorothiazide is an effective oral diuretic which 
can be useful in initiating a prompt diuresis and 
in the long-term maintenance of patients with con- 
gestive heart failure. The observations also demon- 
strate that hydrochlorothiazide is many times more 
potent a diuretic agent than chlorothiazide, in con- 
firmation of the earlier reports in animals and in 
man.?"* 

Hydrochlorothiazide, although chemically re- 
lated to chlorothiazide, has been shown by others 
to cause a larger excretion of chloride ion than 
sodium ion, suggesting that the two drugs may 
operate through different mechanisms. However, 
our data confirm the observations of others in dog 
and man that the excretion of sodium ion parallels 
chloride ion excretion. The exact mechanism(s) of 
action is not clearly understood, but it is believed 
to act on the renal tubule. In contrast to chloro- 
thiazide, the excretion of potassium is much 
less than that of sodium or chloride ions. The 
absence of hypokalaemia in this study indicates that 
hydrochlorothiazide is a safer drug to use in the 
long-term management of patients with congestive 
failure. 

The degree of diuretic response, as would be 
expected, was more pronounced in patients with © 
the most peripheral cedema and was less marked 
when the patient was in the cedema-free state. 
The prolonged daily administration of the drug 
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to patients for the period of this study did not 
lead to development of a state of drug tolerance. 
The maximum clinical effect appeared to be 
achieved at a dose of 100-200 mg. daily in two 
divided doses. Very frequently, once the cedema- 
free state had been achieved, 50 mg. daily ap- 
peared to be sufficient in some cases, but doses 
above 200 mg. daily never resulted in -any further 
clinical improvement. This fact was also con- 
firmed during the study of the urinary excretion 
pattern in the in-patients. Comparison of the 
potency of hydrochlorothiazide with that of meral- 
luride revealed that doses of 50-100 mg. of hydro- 
chlorothiazide were equivalent to 1-2 ml. of the 
latter given intramuscularly. However, it should 
be pointed out that in many cases, especially those 
with very severe congestive heart failure, the use 
of nydrochlorothiazide or chlorothiazide may result 
in an increase in the 24-hour urine volume and 
an increase in the excretion of sodium, potassium 
and chloride ions, yet the clinical state does not 
appear to be altered significantly. In these patients, 
repeated use of 2-3 ml. of intramuscular meral- 
luride frequently resulted in massive diuresis with 
some clinical improvement. Thus it is difficult to 
generalize on relative effectiveness but, broadly 
speaking, oral hydrochlorothiazide has been found 
to be as effective as intramuscular meralluride in 
the dosage described above. In only two patients of 
this present series has it been found necessary to 
supplement the diuretic regimen with parenteral 
mercurials. In those instances where some residual 
oedema was present at the time of the patient's 
weekly visit to the clinic, instead of meralluride 
being given, as was done previously, the dose of 
hydrochlorothiazide was raised for two to three 
days to 200 mg. daily and then followed by 50-100 
mg. daily for the balance of the week. The degree 
of hypochloremia was slight, and this was also 
present in ten of the patients given ammonium 
chloride along with the hydrochlorothiazide. The 
tendency for the hypochlorzemia and hyponatrzemia 
to be improved upon further treatment with hydro- 
chlorothiazide must be attributed to the patient’s 
better well-being and increased dietary intake of 
food containing salt, This improvement in electro- 
lyte picture paralleled the clinical improvement of 
the patient. Preliminary observations in six patients 
with hypertension revealed that hydrochlorothia- 
' zide like chlorothiazide may lower blood pressure 
‘when used in combination with other drugs. 

Caution should be exercised in its administration 
to patients with advanced liver cirrhosis, as this 
may lead to a state of coma, similar to that 
described after use of chlorothiazide. 


CONCLUSIONS 


The diuretic effect of hydrochlorothiazide has 
been studied in four in-patients and 27 ambulatory 
patients with congestive heart failure, for periods 
up to three months. Hydrochlorothiazide has been 
found to be more potent than chlorothiazide, and 


~ 
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to cause fewer disturbances in serum electrolyte 
levels. In no instance was hypokalemia en- 
countered. In doses of 50-100 mg. hydrochlorothia- 
zide daily, its action is equivalent to 1-2 ml. of 
intramuscular meralluride (Mercuhydrin). 


Recommended dosage to initiate a diuresis is 
100-200 mg. per two days, to be followed by 50- 
100 mg. daily for the long-term maintenance of 
the cedema-free state in patients with heart failure. 
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RESUME 


Le personnel du département de médecine, du service 
cardio-vasculaire et des laboratoires de biochimie de 
[hépital général juif de Montréal a récemment mis a 
lépreuve un nouveau diurétique dans l’cedéme dorigine 
cardiaque. L’h eashisiotheieide est le résultat d’une modi- 
fication du chlorothiazide par laquelle la double liaison du 
noyau hétérocyclique est supprimée, conférant au dérivé 
des propriétés diurétiques supérieures 4 celles du produit 
souche. Quatre malades hospitalisés furent étudiés a fond 
au point de vue électrolytique alors quils recevaient de 
Vhydrochlorothiazide; 27 malades de la clinique externe 
furent suivis d’aussi prés que possible. De cette série, 20 
sujets souffraient d’affection cardiaque artériosclérotique, 
six de maladie de coeur rhumatismale, quatre de maladie 
hypertensive cardio-vasculaire et deux de coeur pulmonaire. 
La durée des observations s’étendit jusqu’a trois mois. 


Les résultats ont montré que lhydrochlorothiazide est 
un diurétique plus puissant que le chlorothiazide et qui 
cause moins de perturbations électrolytiques. On a‘observé 
aucun cas d’hypokaliémie. Des doses de 50 4 100 mg. 
par jour produisent le méme effet que 1 a 2 ml. de 
méralluride intramusculaire (Mercuhydrine). Les auteurs 
recommandent une dose d’attaque de 100 a 200 mg. aux 
deux jours afin d’amorcer la diurése, suivie de doses quoti- 
diennes de 50 4 100 mg. aussi longtemps qu'il est nécessaire 
atin d’éviter ’cedéme de se reproduire chez les malades 
atteints de défaillance cardiaque. 





SURGICAL MANAGEMENT OF 
COMPLICATED DIVERTICULITIS 


Colcock (New England J. Med., 259: 570, 1958) reviews 
the experience of the Lahey Clinic with diverticulitis of 
the sigmoid colon. Complications occur in about 30% — 
obstruction or perforation of the colon or fistula formation 
between colon and bladder or colon and vagina. Among 
131 patients operated upon in a ten-year period, mortality 
was 1.5% (two cases). No deaths occurred in 69 cases 
subjected to a one-stage resection with a primary anasto- 
mosis. 

Of this series of 131 patients, 40 (30.5%) had previously 
undergone one or more operative procedures without relief 
or with the development of postoperative complications. 
Surgery for diverticulitis should be performed before the 
development of complications; the ahecied portion of the 
colon must be completely resected. Primary anastomosis can 
then be carried out and the patient will be spared the 
possibility of a long and serious illness, often requiring 
multiple surgical procedures for correction. 
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PARALYTIC POLIOMYELITIS 
TRENDS, CANADA, 1958* 


D. KUBRYK, M.D., D.P.H.,7 
Ottawa, Ont. 


THz YEAR 1958 provided evidence of a persisting 
risk of epidemic poliomyelitis in Canada. For the 
‘first time since the advent of the Salk vaccine, 
reported cases of paralytic poliomyelitis increased 
sharply under the impact of an epidemic in 
Manitoba that accounted for 42% of the cases in 
Canada, and a lesser outbreak in Quebec, account- 
ing for 31% of the Canadian total. The number 
of paralytic poliomyelitis cases in 1958 was 43% 
higher than in 1957. The primary targets were 
the unvaccinated, especially pre-school children 
and adults. In Manitoba 78% and in Quebec 92% 
of cases occurred among the unvaccinated. 


MorsipITy AND MORTALITY TRENDS 


Nationally, a total of 253 cases of paralytic polio- 
myelitis and 29 deaths were reported in 1958, 
compared with 177 cases and 26 deaths reported in 
1957. The case fatality rate in 1958 was 114% 
compared to 14.7%. in 1957. 


GEOGRAPHIC TRENDS 


Table I shows that in 1958 only three provinces— 
Newfoundland, Quebec and Manitoba—had a 
higher incidence than in 1957. Nova Scotia and 
Prince Edward Island did not report any cases in 
1958, Prince Edward Island for the second year 
running, while Nova Scotia had only one case in 
1957. Saskatchewan reported only one case in 1958 
compared with 20 the previous year. In Manitoba, 
where the largest number of cases occurred, the 
city of Winnipeg, with 76 cases, accounted for 71% 
of the province’s total. In the province of Quebec, 
where the number of cases reported this year, 79, 
was the second highest in Canada, and three times 
the number of cases reported in 1957, Montreal 
accounted for 22% of cases, while the other cases 
occurred sporadically, mainly in urban or semi- 
urban areas. 


AGE DISTRIBUTION 


In Fig. 1 and Table II the age distribution for 
Manitoba, Quebec and the rest of Canada is pre- 
sented, indicating that whereas in Quebec 84% 
of cases occurred in the 0-9 age group and there 
were only a few cases in adults, in Manitoba and 
the rest of Canada the cases occurred mainly in 
the pre-school and adult age groups. This would 
indicate that in Quebec the adults may have a 
higher degree of naturally acquired immunity. 

In Table III the age specific attack rate and the 
percentage distribution by age groups are pre- 


*Presented at the Joint Meeting of the Canadian Public 
Health Association and La Société d’Hygiéne et de Médecine 
Préventive de la Province de Québec, Montreal, June 1-3, 1959. 
+Medical Consultant, Epidemiology Division, Department of 
National Health and Welfare, Ottawa, Canada. 











Canad. M. A. J. 
Aug. 15, 1959, vol. 81 


67 Cases 





107 Cases 






















MANITOBA QUEBEC CANADA 
Fig. 1.—Paralytic poliomyelitis. Percentage distribution, 


by age group, Manitoba, _ ec and Canada (excluding 
Manitoba and Quebec), 1958 


sented. The shift of paralytic cases to the pre-school 
age, noted ‘in the post-vaccination years, is further 
accentuated. By far the largest number of cases 
is to be found in the 0-4 age group, 41.9% of the 
total compared with 33.3% in 1957. The incidence 
in the 5-19 age group is declining further, from 
31.6% to 26.9%, while the 20-39 group with 28.4% 
has about the same percentage distribution in both 
years. 

Fig. 2 presents the attack rates per 100,000 
population in 1957 and 1958. The highest attack 
rates in 1958 were again among the 0-4 age group 
—4.9 per 100,000 compared with 2.8 in 1957. In 
the pre-school age group the highest attack rates 
were between the ages of 1 and 3, the peak having 
shifted from the two-year-olds in 1957 to the one- 
year-olds in 1958. The attack rate in the one-year- 
olds and those under one is about three times 


RATE RATE 


5.0 
4.0 
3.0 


2.0 





0-4 5-9 10-14 “19 


20- 25-29 | 30-34 
AGE GROUPS 


2.—Paralytic poliomyelitis. Rates per 100,000 popula- 


tion w ‘Stine age groups, Canada, 1957 and 1958. 
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TABLE I.—Paratytic PoLtiomyE.itis—Casss, Rates PER 100,000 PopuLaTion AND DEATHS 
By Province, CanapbA, 1957 AND 1958 





1957 1958 
Rates per Rates per 
100,000 100,000 

Cases population Deaths Cases population Deaths 
aig Said oer en ree ee ek aii, 177 20 26 253 1.5 29 
ak ac nb Festa hoe aackeenae ede aks 1 0.2 — 4 0.9 ~~ 
NE i 6 fo idk rare ae Wm oceans — — — — — = 
RES igo cs a we teehee eal 1 0.1 1 wae aa = 
pA ee RET Te Fer ee ee oe 5 0.9 — 5 0.8 1 
RI lek X tates egies oobi ena hae i oe, 27 0.6 6 79 1.5 6 
Gs Oso onal Gin cide ata NS raba orb ste: Diwan angie 53 0.9 8 23 0.4 6 
EL nat, ear a ek UES. Sees i a, 7 0.8 — 107 12.3 12 
I ah oct albausd ona PAT awa 20 2.3 4 1 0.1 — 
PE eerie ac boa yk RUNG 6 as fe ee aes 36 3.1 6 22 1.8 1 
NG iss niece haduldev sande iNacmewskens 27 1.8 1 12 0.8 3 

TABLE II.—Paratytic PoLIOoMYELITIS—PERCENTAGE DISTRIBUTION BY AGE GROUP, 
MANITOBA, QUEBEC AND CanapaA*, 1958 
Manitoba Quebec Canada* 
Percent of Percent of 

total cases total cases Percent of Total Percent of 

Age group Cases im province Cases im province Cases total cases cases total cases 
i ME a cecal breed Wiily 42 39.2 45 57.0 19 28.3 106 41.8 
es eedacpancase'’s 15 14.0 21 26.6 8 11.9 44 17.4 
RR ay. 5 hbo 6 RO RS a ani A 5 4.7 8 10.1 11 16.4 24 9.5 
PE ih 6 ho os see sn eta 45 42.0 5 6.3 29 43.3 79 31.2 
NG s Gkack uo nenae 107 100.0 79 100.0 67 100.0 253 100.0 


*Not including Manitoba and Quebec. 


higher in 1958 than in 1957. In the 5-9 age group, 
70% of the cases occurred at ages 5 and 6. The 
attack rates for the 5- and 6-year-olds are almost 
as high as those in the pre-school ages, while very 
few cases occurred in the age group 7 to 9. 


VACCINATION STATUS 


Table IV presents data on the vaccination status 
of paralytic poliomyelitis cases. It is noted that 
20.9% received one or more doses of vaccine while 
only 7.5% were fully vaccinated. 


In Fig. 3 the percentage distribution of vaccin- 
ated cases by age group is presented. The largest 
proportion of vaccinated cases, as expected, is to 
be found in the 5-19 year age group with 36.4%, 
while in the pre-school and adult age groups only 
18.9% and 11.4% respectively were vaccinated. 
The highest proportion of triply vaccinated cases 
is to be found in the 5-19 year age group and 
the smallest proportion among the adults (only 
two patients had been fully vaccinated). 


Among the 29 deaths reported in 1958, 24 were 
in unvaccinated persons, while two had received 
only one dose (a 3-year-old and a 10-year-old) 
and three had had two doses (ages 4, 6 and 29). 
No deaths occurred among the triply vaccinated. 


Virus ISOLATION 


Poliomyelitis virus Type 1 was isolated in 97 
cases, Type 2 in one case and Type 3 in two cases. 
The 72 isolations in Manitoba were all of Type 1, 


the one Type 2 isolation was made in Quebec and 
Type 3 was isolated from a Quebec and an Ontario 
case. Type 1 poliomyelitis virus was isolated from 
all the five triply vaccinated cases in Manitoba. 
In Ontario, out of five triply vaccinated cases, 
poliomyelitis virus Type 1 was isolated in four. 
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Fig. 3.—Paralytic poliomyelitis. Percentage distribution 
by vaccination status, for specified age groups, Canada, 1958. 
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TABLE III.—Paratytic Po.tiomyEe.itis—CasEs, Rates PER 100,000 PopuLATION AND PERCENTAGE DISTRIBUTION BY 
SpEcIFIED AGE Groups, CaNapbA, 1957 anp 1958 








































1957 1958 
Ages Cases R/100,000 % Dist. Cases R/100,000 % Dist. 
NE Risin dsivwkisinenea wd eadshwewlee beeebee ers 5 1.1 2.8 15 3.4 5.9 
Dwi dukis eu aaa kage oe Ma ked seine as Tee eee 10 2.2 5.6 29 6.6 11.5 
Be aE E ca Abad -b derbi cescieln SP aNS cones Satie aes OREM oR eR 21 4.8 11.9 21 4.9 8.3 
Diss eratanbitiet xd aud On. teak eh eatin ee 13 3.3 7.3 23 5.4 9.1 
Bt: cheeses ht ceded ed reac hence dade name ees 10 2.5 5.6 18 4.3 7.1 
SR ad 2k Ua anlch wi oadeieets Hew MES ewok oes 59 2.8 33.3 106 4.9 41.9 
did cCihcd reise Cees Aeros he te ee 16 4.1 9.0 15 3.7 5.9 
a. pdin edd SERED a Een 7 1.8 3.9 16 4.0 6.3 
Wine waned winch tRaicaale kOe 4 Raa eae ee ek aS 6 1.6 3.4 °5 1.3 2.0 
en ccirine ieee h in ees Eee iia thae whee taeeas 2 0.6 1.3 5 1.3 2.0 
Wis. 6 hark CAS SEN ALEA ae oe ee Raee da Rseees 6 1.8 3.4 3 0.8 1.2 
I os itl cise ih wa cacao ack sated doe Ra eR oR aeea ies 37 2.0 20.9 44 2.5 17.4 
is Aine sian wine Rieke nin cae ue te eae 10 -.+ 0.6 5.6 13 0.8 5.1 
BD SNS Sk et ioam Sic d Deed Ae nk ec roa Sidi ” 9 O.7 5.1 11 0.9 4.3 
MND ce Aces 1c chine Pa hte iva: cotta Sree RuadeReae Gee ee 56 i 31.6 68 1.5 26.9 
ils Pot Ute meets ee cals aie eaue 13 1.1 7.3 18 1.5 7.8 
as a KE eee sacks ke keen Cea dGemanmbonen ea 25 2.0 14.1 31 2.5 12.2 
PM es damned me bip- poe klea es Rae eae 15 Ls 8.5 19 1.5 7.5 
Na seared kG ales waste i taht ada acne len wien — —— aa 4 0.3 1.6 
i OKs cok eceiwan dah eVadiantete eee 53 1.1 29.9 72 1.5 28 .4 
I cc alan Guin wae decal Sh ah Cee lau a aaa 6 0.6 3.4 — oa —— 
NR Gaia Dice'an 1 4isdh ab sean aahadn Sawbek Rex 3 0.3 1.7 6 0.4 2.4 
I fic Rha bina bine n Seiten aged acm OR ele —— — ae 1 0.1 0.4 
Sa hi hase tan can eaWaen ee Rekeet een teres 9 0.2 5.1 7 0.1 2.8 
esos ar ancee Balk Renesas Geile eee ek earees 62 0.6 35.0 79 0.8 31.6 
BR ilo da bectiseterbennrhadinwetan tes 177 1.1 100.0 253 1.5 100.0 
TABLE IV.—Paratytic PoLIoMYELITIS—VACCINATED Status BY AGE Group, Canapa, 1958 
Vaccination status 
Total Number Percent Not © Unknown 
Age groups cases vaccinated vaccinated vaccinated 1 dose 2 doses 3 doses dosage 
Cg er 15 2 13.3 13 1 1 - - 
DS 8 hee Opals nutes 91 18 19.8 73 5 5 7 1 
SUED: Sih ae atraie eat cael at 44 16 36.4 28 1 8 m4 - 
MM so seine thi se a eee 13 5 38.5 8 2 1 2 - 
RPO KEES chs 4% 0d saws 11 3 27.3 8 1 1 1 - 
nec iveestad eee re 79 Y 11.4 70 4 3 2 - 
BRN Sic wairaeSie 253 53 20.9 200 14 19 19 1 
DEATHS age group with 7.3%. In the adult age group the 


overall mortality rate was 24%, those in the 25-29 
and 30-34 age groups being the highest with 29% 
and 32% respectively. 


The highest number of deaths occurred again 
in the adult age group (Table V). The percentage 
distribution of deaths in this age group was 65.5% 
in 1958 against 61.6% in 1957. Thirty-one per cent 


of the deaths occurred in the 25-29 age group and POLIOMYELITIS VACCINATION IN CANADA 

20.7% in the 30-34 age group. These two age Table VI presents the estimated number of 
groups account for half of the total number of persons vaccinated in Canada to June 1959. It 
deaths. is estimated that 55% of the Canadian population 


The lowest case fatality rate (4.7%) is to be at risk have received one or more doses of vaccine 
found in the 0-4 age group, followed by the 5-19 and that 45% are fully vaccinated. 


TABLE V.—Paratytic PoLiomyE.Litis—CaseEs, DEATHS AND PERCENTAGE DISTRIBUTION OF DEATHS BY AGE Group, 
Canapba, 1958 





Age groups 0-4 5-9 10-14 15-19 20-24 25-29 30-34 35-389 40+ All ages 
SG i nik'ss ss» <eoaueene 106 44 13 11 18 31 19 4 7 253 


eee reer ewer nne 


—————— | | LL | 


1957 15.4 
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TABLE VI.—EstimatEep NuMBER or Persons VACCINATED AGAINST POLIOMYELITIS IN CANADA TO JUNE 1959 


Age group 


CONCLUSION 


If the repetition of last summer’s outbreak, during 
which cases of paralytic poliomyelitis increased 
for the first. time in six years, is to be avoided, it 
is imperative that the drive for vaccination receive 
the fullest kind of backing. Now that the school 
age group is fairly well protected, the same pro- 
tection should be extended to the pre-school age 
groups where most of the cases occur, and to 
adults, in which group most of the deaths occur. 
Among the adults, the 25-34 age group should 
receive special attention. These are the young 
parents who may be infected by their vaccinated 
children, acting as symptomless carriers. 


The assistance of the provincial communicable disease 
directors in supplying the poliomyelitis incidence statistics 
in their respective provinces is gratefully acknowledged. 


THE PRESENT STATUS OF THE 
CLINICAL EVALUATION OF 
FIBRINOLYSIN* 


R. V. CHAPPLE, B.A., M.D.} and 
H. O. SINGHER, Ph.D.,! 
Raritan, N.J., U.S.A. 


THE TREATMENT of thromboembolic disease today 
is divided into two main types, medical and 
surgical. 


Medical treatment consists of allowing the body 
mechanisms to deal with the thrombus and ad- 
ministering anticoagulants to prevent further 
thrombus formation. It is recognized that anti- 
coagulant therapy has no effect on the existing 
thrombus or the resulting tissue damage. There 
has been, however, no immediate medical treat- 
ment for the obstruction of the occluded vessel. 

Surgical treatment is directed towards removal 
of an existing arterial thrombus and/or prophylac- 
tic venous ligation to prevent embolization. This is 
often heroic treatment in a seriously ill patient, 
and the incumbent danger of immediate post- 


*Based on a paper read by R. V. Chapple at the District 
No. 9 Meeting of the Ontario Medical Association, Sudbury, 
Ontari>s, September 18, 1958. 

+Director of Clinical Research, Ortho Research Foundation, 
Raritan, N.J., U.S.A. f 
tDirec‘or of Biochemistry, Ortho Research Foundation. 


Vaccination status 


Population 1 dose or more 3 doses 

2,200,000 1,500,000 (70%) 1,000,000 (45%) 

4,800,000 4,300,000 (90%) 3,600,000 (75%) 

5,000,000 * 1,000,000 (20%) 500,000 (10%) 

12,000,000 6,800,000 (55%) 5,100,000 (45%) 
RESUME 


Pour la premiére fois depuis l'utilisation du vaccin Salk 
on a vu en 1958 au Canada un regain d’activité de la 

liomyélite. Deux feyers épidémiques se sont manifestés, 
"un au Manitoba contribuant 42% des cas du pays et 
Yautre au Québec avec 31%. La grande majorite des 
victimes se compta parmi les non vaccinés. Il y eut 253 
cas et 29 morts. La recoupe des statistiques indique qu’a 
travers tous le pays et surtout en province de Québec ia 
partie de la population la plus durement frappée fut le 
groupe des enfants d’age pré-scolaire. Il ca. que la 
nove ation adulte de la province de Québec posséde un 
egré d’immunité naturelle plus élevé que celle des autres 
provinces, ot le nombre des enfants d’4ge pré-scolaire et 
celui des adultes atteints de polio étaient a peu prés 
comparables. La pointe de fréquence a passé des enfants 
de deux ans en 1957 4 ceux d'un an en 1958. L’efficacité 
de la vaccination fut démontrée de nouveau. Parmi les 
malades prétendus vaccinés le plus grand nombre n’avaient 
recu qu'une ou deux injections. La majorité des morts se 
compta chez les adultes; il importe donc si nous désirons 
éviter une autre recrudescence d’étendre la vaccination 
a la population entiére. 


operative thrombosis is a complication that must 
be contemplated. 

Idea] treatment for thromboembolic phenomena 
would be the use of a lytic agent which would 
dissolve the thrombus without damage to other 
tissue. Such a lytic agent must not alter 
any of the basic biochemical constituents of the 
blood or its sensitively balanced mechanisms. 

It has been known for years that a human fibrin 
clot could be dissolved in vitro in the laboratory, 
but only recently has this approach been applied 


_to the treatment of thromboembolic disease in 


vivo. Proteolytic enzymes such as trypsin and 
chymotrypsin have been used in thrombovascular 
obstruction.” 2 Ambrus* and his co-workers have 
shown that the proteolytic enzymes — trypsin, 
chymotrypsin, and papain—produce gross coagula- 
tion defects when administered to dogs in lytic 
doses. Ambrus*! and Cliffton’® have shown that 
the only enzyme capable of lysing intravascular 
thrombi without producing these coagulation 
defects is fibrinolysin, which is also known as 
plasmin. 

Fibrinolysin exists in the blood in a non-active 
form called profibrinolysin. In vivo in response to 
a thrombotic episode it is activated by an ac- 
tivator into fibrinolysin. The exact nature of this 
mechanism has not been discovered. It is known 
that such activators are present in the uterus and 
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other body tissues. One has been isolated from 
urine and termed urokinase. Research work on this 
form of activator is proceeding. 

In the laboratory, profibrinolysin may be acti- 
vated by the following methods: 


. The use of streptokinase (Tillett).§ 
. The use of staphylokinase (Lewis). 
3. The chloroform method described by Tagnon. 
4. The injection of lipopolysaccharides. This will produce 
a fibrinolytic system in the experimental animal. 


So = 


Under physiological conditions the normal in- 
dividual has little or no circulating fibrinolysin. 


However, in stress, pulmonary surgery or obstetri- _. 


cal complications, an enhanced fibrinolytic system 
may occur, producing a hemorrhagic diathesis.*7 

At the present time there are two main methods 
of producing an intravascular fibrinolytic level in 
the human. 

A. Administration of a bacterial activator sub- 
stance such as streptokinase. 

B. Intravenous administration of the activated 
enzyme fibrinolysin. 

The administration of a highly purified form of 
streptokinase has been successful in a limited 
number of patients.° 

The value of the intravenous administration of 
the activated enzyme, fibrinolysin, has been indi- 
cated by the early work of Cliffton?® and Ambrus."* 

During the last five years the Ortho Research 
Foundation has been actively engaged in the 
production of a preparation of human fibrinolysin 
for clinical use. This material has now been used 
in a series of clinical evaluations involving a con- 
siderable number of patients from some of the 
larger hospitals in Boston, New York, Washington 
and Philadelphia. Alteration in the coagulation 
mechanism or hemorrhagic complications have not 
occurred in any patient. The concomitant use of 
anticoagulants, either heparin or one of the 
coumarin types, has not produced any deleterious 
effects. Moser’? has shown that fibrinolysin is 
capable of producing and maintaining a fibrinolytic 
level in vivo. He has observed a slight depression 
in fibrinogen levels which rapidly return to normal. 

In determining adequate therapy with this lytic 
agent, four important facets of clinical evaluation 
must be considered, namely: (1) therapeutic 
dosage, (2) relation of the time interval between 
the thrombotic incident and the institution of ther- 
apy, (3) possible fragmentation of the thrombus, 
and (4) side effects attributable to the therapy. 


1. Therapeutic Dosage of Fibrinolysin 


The dosage of any new form of therapeutic 
agent has to be carefully determined, and varying 
dosages must be used to ascertain the maximum 
therapeutic ratio. Analysis of our combined data 
has shown that doses between 50,000 and 100,000 
units are significantly more effective than doses 
below 50,000 units. 





Canad. M. A. J. 
Aug. 15, 1959, vol. 81 





2. Relation of Time Interval Between 
Thrombotic Incident and Therapy 


Fibrin clots are usually well organized within 
5-7 days after their formation. This organization 
retards the lytic action of fibrinolysin. In view of 
this limitation of lytic activity, the maximum thera- 
peutic response in phlebothrombosis is obtained 
in recently formed clots. Experience has shown 
that in a series of 46 cases treated within three days 
of clot formation, excellent results were obtained 
in 83% and good results in 17% of cases. In another 
series of 23 cases treated during a three- to five- 
day period after clot formation, excellent results 
were again obtained in 83% of cases. In a third 
series of 63 patients treated with fibrinolysin when 
their clot had been present for over five days, an 
excellent response was obtained in 62% of patients. 
The term “excellent” indicates a return of limb 
measurement to normal within 48-72 hours. While 
some variation may be assumed in the exact de- 
termination of the time of initial clotting, we must 
consider it as standard for each of the above series. 


3. Possible Fragmentation of the Thrombus 


It is well recognized that pulmonary embolism 
is primarily based on the fragmentation of an 
existing thrombus. In a series of 172 patients on 
fibrinolysin therapy for phlebothrombosis, pulmon- 
ary embolism appeared concomitantly in three 
patients. With the maintenance of an adequate 
systemic fibrinolytic level no sequel occurred. 
This incidence is no greater, in fact possibly less, 
than the usual occurrence of pulmonary emboli. 
It must be pointed out that a fibrinolytic level 
can be maintained over a period of many hours. 
Such a level lyses the new thrombus whether in 
pulmonary or peripheral vessels. 


4, Side Effects Attributable to the Therapy 


Patients receiving a new form of therapy must 
be carefully observed to detect the presence or 
absence of side effects, and to determine whether 
such side effects are of a serious enough nature 
to make a form of therapy impracticable. The 
only major side reaction encountered with fibrino- 
lysin therapy has been a varying temperature 
response. This temperature response has varied 
from mild (below 102° F.) to severe (over 102° 
F.). Only 29% of our patients fell into this latter 
category. 

A number of possible theories may account for 
this temperature response. It may be a component 
or specific drug reaction. It may be a polypeptide 
reaction due to the lytic action of fibrinolysin in 
breaking down fibrinogen to other peptides. This 
is one of the areas where further study is indicated. 
' It is interesting to observe that this temperature 
response may be ameliorated by antipyretics, anti- 
histamines or sedation. It has always been short- 
lived and not recurrent. There has been no regular 
pattern; a patient may have the temperature 
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TABLE I.—Summary or INDICATIONS IN WHICH 
FIBRINOLYSIN THERAPY HAS BEEN USED 


No. of cases 
Phlebothrombosis—thrombophlebitis................ 203 
MI ag von Fu 6 dws an ah ews alee eee ben 35 
Cerebral vascular accident.................ccccceees 35 
SI I so. ace San Beane 6 Set OS Bb 4 
iss gate away Daee es eae saorens 4 
I oe ob a Aide MERE 8 
Miscellaneous arterial lesions....................4.. 15 
IG oi 5a vee hewn ewe eedasenss + 
pe Ee ee er eer eee 5 
Surgical (postoperative prophylaxis)................. 9 

Maik kal dda haa et ee eae 322 


response on the third and not the first or second 
infusion or vice versa. We have not observed any 
correlation between the therapeutic response of 
fibrinolysin and the degree of temperature eleva- 
tion. Some nausea and/or vomiting has occurred 
in those patients with an exceedingly high temper- 
ature response, 

An urticarial type of reaction has occurred in 
less than 1% of patients. These two side effects 
have not decreased the interest of clinicians in 
the use of fibrinolysin. 

To date, fibrinolysin of this type has been ad- 
ministered to well over 300 patients. The range 
of indications is shown in Table I. 


PHLEBOTHROMBOSIS AND THROMBOPHLEBITIS 


The diagnosis of phlebothrombosis and thrombo- 
phlebitis is difficult in that a thrombotic as well 
as an inflammatory process may be involved. 

The inflammatory reaction may be present as 
an early clinical sign and subsequent thrombosis 
may occur as a gradual process. A deep venous 
thrombosis may be silent until evidenced by a 
pulmonary embolism, while an obvious deep 
phlebothrombosis is elicited by pain, positive 
Homans’s sign and fullness of superficial veins. 

Positive evidence of clot lysis is difficult to 
obtain. However, venograms taken before and 
after fibrinolysin therapy have indicated a re- 
establishment of circulation.'* Clinical evidence of 
clot lysis must be gauged by the time required (a) 
for limb measurements to return to normal and (b) 
for the disappearance of pain. 

In a series of 172 patients, using these criteria, 
65% showed excellent results as judged by return 
of limb measurements to normal compared with 
the non-involved limb within a period of 48-72 
hours. Twenty-six per cent showed good results, 
while only 9% had a poor result. These were 
unselected cases and therefore must contain cases 
of old thrombi which we would not anticipate 
lysing. 


PULMONARY EMBOLISM 


Any new form of therapy for the treatment of 
pulmonary embolism must produce a rapid relief 
and resolution of the signs and symptoms with 
a decrease in the mortality and morbidity. This 
therapeutic response should be more rapid and 
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effective than that obtained with present methods 
of treatment. In this condition, as in phlebothrom- 
bosis, a positive diagnosis of the condition and a 
positive therapeutic response is difficult to de- 
termine. Clinical, electrocardiographic and _ radio- 
logical findings:may not be positive evidence of 
diagnosis or criteria of cure. 

In a series of 33 patients treated for pulmonary 
embolism 70% showed excellent results with 
fibrinolysin therapy and had no untoward side 
reactions. Temperature response in this condition 
has to be discounted as evidence of a side reaction, 
but we have considered the presence or absence 
of nausea alone or accompanied by chills to be 
a side reaction. 

We have indicated that fibrinolysin therapy is 
limited in effect in the late or organized thrombus 
associated with phlebothrombosis. This is also true 
in pulmonary embolism. Excellent therapeutic 
response was obtained in 91% of patients for whom 
therapy was provided within five days of the 
episode, but only in 57% of patients treated more 
than five days after their thrombotic episode. 

The rapid improvement of vital tissue damage 
in pulmonary embolism is most important. If 
fibrinolysin is to lyse the offending thrombus 
rapidly, adequate amounts of enzyme must be 
administered. We have summarized our combined 
data which indicate that an initial dose of 100,000 
units provides the most effective therapy. Additional 
therapy may be given if required. 


DIscussION 


Anticoagulant therapy is a standard form of 
treatment today and represents an attempt to 
prevent the occurrence or decrease the incidence 
of thromboembolic disease. However, it cannot in 
any way lyse or disperse a thrombus that has 
already formed. The body’s own fibrinolytic system 
may lyse small inconsequential thrombi but not 
the larger types which produce morbidity. 

Fibrinolysin must not be considered as an anti- 
coagulant. It is a lytic agent and will immediately 
lyse a forming clot owing to its affinity for fibrin. 

There has been no significant relation between 
the potency of fibrinolysin and the presence or 
absence of concomitant anticoagulant therapy. It 
is, however, important to consider ambulatory anti- 
coagulant therapy after fibrinolysin administration 
to prevent the formation of further thrombi. While 
the offending thrombus is lysed, the associated 
intimal damage usually requires a longer period 
for complete epithelization. 

It is apparent that fibrinolysin may have very 
widespread therapeutic indications in intravascular 
thrombosis occurring in any areas of the body. 

To produce lysis of a primary, totally obstructive 
arterial thrombus is very difficult owing to the 
mechanical problem of attacking the thrombus 
throughout its entirety. Actually, in a totally ob- 
structive thrombus, the enzyme is in contact only 
with the face of the thrombus until such time as 
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re-canalization occurs. This would indicate the 
necessity of high dosage concentration. 

In peripheral arterial thrombosis, the effects 
of minimum doses of 100,000 units twice daily are 
being studied. While the number of cases is small, 
no toxicity has been observed to date, and some 
effectiveness has been shown. One must also 
consider gross arteriosclerotic disease in dealing 
with any arterial obstruction. 

Arterial thrombosis in vital areas, such as brain, 
results in rapid death of the tissue. It is question- 
able whether any lytic agent could be given soon 
enough to prevent this happening although pre- 
vention of extension of the thrombus is theoretically 


possible. Clinical evaluation in this area is pro- ~~ 


ceeding. It is our preliminary view that a large 
dosage (200,000 units) should be given initially. 
This must be followed by daily therapy with 
divided doses to maintain fibrinolytic levels. Studies 
are in progress on the clinical pharmacology of 
higher dosages (200,000-500,000 units). 

It must be pointed out that sufficient data are 
not available for us to be dogmatic in any way 
concerning these areas of evaluation. Arterial 
thrombi are treated surgically in those areas where 
the artery is readily accessible. The danger of 
immediate or delayed postoperative thrombosis is 
always a hazard and the postoperative prophylactic 
use of fibrinolysin is being evaluated. Large-scale 
statistical studies will have to be accumulated to 
prove whether it is effective or not. In a few pa- 
tients a thrombus forming after embolectomy has 
been lysed with fibrinolysin therapy. 

Prophylactic therapy is also being evaluated in 
a similar manner in endarterectomy. Large-scale 
statistical studies will be necessary to determine 
dosage and effectiveness. Present evaluation sug- 
gests a dosage of 50,000 units daily prophylactically 
for a period of four to six days. 

The possible value of fibrinolysin in coronary 
thrombosis is being studied. Animal work carried 
out by Cliffton’* in this field has been reported 
and is promising. Sufficient human data are not 
available to give any guidance on dosage, reaction 
or effectiveness. In the clinical evaluation of 
fibrinolysin therapy in these areas where data on 
effectiveness are incomplete, some indication of 
necessary controls is desirable. In this regard, 
high-range dosage should require prothrombin 
time determinations, fibrinolytic level assays, and 
semiquantitative fibrinogen determination.’> Simi- 
larly, some caution is indicated in patients suffering 
from massive hemorrhage or after extensive opera- 
tions. These are some of the questions yet to be 
answered. 


SUMMARY 


There are many answers to be provided in the 
future, but at this point fibrinolysin appears very 
promising in thromboembolic disease. j 

Fibrinolysin is therapeutically effective in phlebo- 
thrombosis, thrombophlebitis, and pulmonary embolism 
when used appropriately. 








Canad. M. A. J. 
Aug. 15, 1959, vol. 81 


A temperature response of varying degrees in a 
certain percentage of patients is the only major side 
effect. 

It is apparent that fibrinolysin, as now produced 
and used in a wide range of dosage (25,000 to 250,000 
units), is therapéutically acceptable from a clinical 
pharmacological viewpoint. 

Large-scale statistical studies will alone determine 
its effectiveness in some of the many possible thera- 
peutic indications. 

It is recognized that the figures presented are small 
in relation to the overall incidence of thromboembolic 
disease. However, it must be appreciated that, to the 
best of our knowledge, this is the first comprehensive 
report based on treatment of a large number of patients 
with one prepared type of fibrinolysin. 

Continued research, evaluation and study of fibrino- 
lysin may offer a new and most important tool in the 
treatment of thromboembolic disease. 


The fibrinolysin used in these studies was supplied as 
ACTASE Fibrinolysin (Human) by the Ortho Research 
Foundation, Raritan, New Jersey. 

The combined efforts of a large group of investigators 
made possible the data reported here. The compilation and 
conclusions are those of the authors. 

Statistical analysis of the data was performed by Luis 
F. Nanni, Rutgers University. 
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RESUME 


La fibrinolysine, également connue sous le nom de plas- 
mine, lorsque employée dans les maladies thrombo- 
emboliques posséde l’avantage sur les autres anticoagulants 
de dissoudre le caillot et de permettre le rétablissement 
de la circulation. Son emploi en médecine clinique est 
assez récent. On n’a pas encore élucidé le mécanisme 
d’activation de la pro-fibrinolysine dans son état naturel 
et tant que cette connaissance manquera, force sera 
d’administrer enzyme méme au lieu de son précurseur. 

Les essais ont montré qu’une posologie de 50,000 a 
100,000 unités par jour suffit dans la plupart des cas. 
Comme Jl ’organisation du _ caillot commence entre le 
cinquiéme et le septiéme jour et que la lyse en devient 
alors trés difficile, les meilleurs résultats sont obtenus 
lorsque le médicament est administré le plus tét possible 
apres la formation du thrombus. II faut surveiller au cours 
de la thérapie l’embolie pulmonaire qui suit la fragmentation 
du caillot 4 la périphérie. Cet incident n’est pas fréquent 
et n’exige aucune autre thérapie que celle déja instituée. 
Environ un tiers des malades accusent un état fébrile 
temporaire au cours du traitement. La fibrinolysine par 
ailleurs semble bien tolérée. 
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TREATMENT OF ARTHRITIS BY 
NICOTINIC ACID AND 
NICOTINAMIDE 


A. HOFFER, Ph.D., M.D,,* Saskatoon, Sask. 


INTRODUCTION 


NICOTINIC ACID and nicotinamide have been used 
successfully in treating patients with acute schizo- 
phrenia. If the illness is well established, they can 
still be useful when combined with electrocon- 
vulsive therapy (ECT), Unfortunately, they are 
of little value for treating chronic patients in 
mental hospitals.**° In addition, nicotinic acid is 
the most effective substance (cheapest, safest, least 
interference in dietary habits, freedom from side 
effects) yet discovered for lowering cholesterol 
levels. In sharp contrast, nicotinamide is not 
effective.' 

These vitamins are now being used in sub- 
stantial quantities in Saskatchewan for the treat- 
ment of schizophrenia and for normalizing chole- 
sterol levels. These observations suggested that 
nicotinic acid by its hypocholesterolemic activity 
ought to be useful for improving the health of 
aged people. In 1954, I prescribed one gram of 
nicotinic acid per day for an elderly woman who 
had started to decline physically (subject H.C., 
described later). A few months later, she reported 
that she was better and that the osteoarthritis of 
her hands which had troubled her was much 
improved. Since then, I have observed its anti- 
rheumatic effect in six cases with uniformly ex- 
cellent results. Since my interest is psychiatric 
research, I did not search the literature very 
thoroughly to see whether anyone had made 
similar observations. In August 1957, after our 
paper on nicotinic acid and schizophrenia was 
published, I received a letter from Dr. William 
Kaufman.t He kindly informed me of his interest 
in our work,. told me about his use of nicotinamide 
for the treatment of arthritis since 1941 and sent 
me his two major publications.{ 

Dr. Kaufman in a letter of October 24, 1957, 
wrote: “Ever since 1943 I have tried to call my 
work on niacinamide to the attention of leading 
rheumatologists, nutritionists and gerontologists 
through conversations with them, by sending them 
copies of my monographs and papers on this 
subject, and by two talks given on the usefulness 
of niacinamide and other vitamins which I gave 
at International Gerontological Congresses in 1951 
and 1954. I think that two factors have made it 
difficult for doctors to accept the concept that 
continuous therapy with large doses of niacinamide 
could cause improvement in joint dysfunction and 


*Director, Psychiatric Research, Department of Public 
Health, University Hospital, Saskatoon, Saskatchewan. 

jHis address is 540 Brocklawn Ave., Bridgeport 4, Con- 
necticut, U.S.A. . 

¢The Common Forms of Joint Dysfunction, E. L. Hildreth 
and Company, Brattleboro, Vermont, 1949, and The Common 
Form of Niacinamide Deficiency Disease: Aniacinamidosis, 
Yale University Press, New Haven, Conn., 1943. 
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give other benefits: (a) the advent of cortisone, 
and (b) the fact that my use of the vitamins was 
such a departure from the recommended daily 
allowance for vitamins by i»e National Research 
Council.” 

Kaufman first used niacinamide in large doses 
in the treatment of his private patients in 1941. 
In his initial monograph (1943) reporting his ob- 
servations, made before compulsory enrichment 
of refined cereal products with vitamins and iron 
in the United States in 1943, he stated that when 
niacinamide was administered orally in amounts 
from 400 to 1000 mg. per day in divided doses, it 
improved joint function (increasing joint mobility 
and decreasing joint stiffness, swelling, deformity 
and pain), in addition to conferring other benefits 
on 30 patients with clinically obvious hypertrophic 
and rheumatoid arthritis. 


After devising a simple, objective method of 
determining joint mobility through routine measure- 
ments of joint movements made on each patient 
on each visit, Kaufman in a detailed monograph 
(1949)? summarized his use of niacinamide as a 
therapeutic agent to improve joint mobility and 
function in 342 patients; in 1953, he reported 
results on 606 patients,* and in 1955, on 663 
patients.® Since 1943, the range of niacinamide 
dosage he prescribed as oral medication has been 
from 900 to 4000 mg. per day in divided doses 
(alone or-in combination with other vitamins). 


The results of Kaufman’s cumulative experience 
over a period of 18 years can be summarized thus: 
Without exception, those patients who took ade- 
quate amounts of niacinamide continuously, ex- 
perienced clinically significant, measurable im- 
provement in joint mobility and joint function— 
and often such additional benefits as improvement 
in muscle strength and working capacity, decreased 
fatigability, improved sense of equilibrium, and 
relief of certain mental syndromes, including 
depression. These patients included those who 
had clinically obvious rheumatoid arthritis or 
hypertrophic arthritis, or those who had the stiffness 
of increasing age which had not as yet developed 
clinically to the degree where it would be diag- 
nosed on casual examination as _ hypertrophic 
arthritis. Joint deformities often lessened in severity 
or disappeared. Elevated sedimentation rates, such 
as seen in rheumatoid arthritis, tended to become 
and remain normal,-and some hemoglobin levels 
which were initially low were restored to the 
range of normal. The benefits of therapy continued 
for as long as niacinamide was used. Reduction in 
the amount of niacinamide taken by the patient 
per day, from the prescribed amount to lesser 
amounts, resulted in decrease in benefits. Cessation 
of niacinamide therapy resulted in a slow, moder- 
ate or even rapid return to the pre-treatment 
status, including a return of joint stiffness, swelling, 
discomfort and decreased joint mobility. Reinsti- 
tution of adequate niacinamide therapy resulted 
in the reinstatement of all the improvements pre- 
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viously listed, including the beneficial effects on 
joint function and other aspects of the patient's 
health. 

There were no adverse side reactions or allergic, 
toxic or idiosyncratic effects from niacinamide 
therapy in the dosage range from 900 to 4000 mg. 
per day in divided doses—and a considerable 
number of the patients whom Kaufman studied 
‘ and treated have taken such doses for 10 to 15 
years without interruption. 

Since his first publication on niacinamide as a 
therapeutic agent, Kaufman has had many personal 
communications indicating that other doctors using 
the larger doses of niacinamide he recommended 


also noted the same beneficial effects on joint © 


function and the patient’s sense of well-being. 
Several surgeons whose progressive hypertrophic 
arthritis of the hands had made surgical work 
difficult noted that as a result of adequate niacin- 
amide therapy they had increased flexibility of the 
finger joints which resulted in greater ease in 
operating. However, apparently in the past 18 
years no systematic investigation has been under- 
taken or reported by others on the use.of niacin- 
amide as a therapeutic agent for impaired joint 
mobility such as exists in the arthritis of aging 
(hypertrophic arthritis) or in rheumatoid arth- 
ritis. Despite the fact that no extensive clinical 
trials have been made, some rheumatologists on 
a priori grounds continue to state categorically that 
vitamins have no place in the treatment of arthritis. 

Nicotinic acid or its amide benefited my six 
cases. I hope by publishing a brief clinical report 
confirming Kaufman’s findings to stimulate those 
who work with arthritics. I believe that a proper 
clinical trial of the effect of large doses of these 
vitamins in arthritic illnesses is long overdue. 

Patients sometimes object to the severe flushing 
which follows the ingestion of nicotinic acid, while 
others complain about its acidity. Slow-release'’ 
and buffered preparations? have overcome these 
difficulties. Some patients feel that the flush is 
beneficial. Because of this, one person in this 
series (Case 5) refused to change from nicotinic 
acid to nicotinamide. In my opinion, nicotinamide 
would be preferable for uncomplicated rheumatic 
disease while nicotinic acid, because of its hypo- 
cholesterolemic action, is preferable for aged 
patients or patients who have a raised blood 
cholesterol. 


CasE REPORTS 


Case 1.—Mrs. H.C., aged 68 in 1954, had recently 
experienced severe and prolonged stress due to a 
severe and lingering illness of her husband. In February 
1954, I observed a rapid and disheartening change in 
her physical and mental status. She began to age very 
rapidly and complained of severe neuritis (pain in both 
arms), failing vision in one eye, insomnia, and,pain 
and restricted movement of her hands. On examination, 
her skin had-developed the parched and crinkly ap- 
pearance of old age. Her hands were becoming de- 
formed and showed marked ulnar deviation, well- 
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marked Heberden’s nodes on all fingers, and severe 
pain on movement. In March 1954, she was started 
on 1 gram nicotinic acid per day in two divided doses. 
She has continued on this medication until the present 
report. About three months later (July 1954) I again 
examined this patient. There was a marked improve- 
ment, mentally and physically. She no longer com- 
plained of neuritis; her vision became normal and has 
not failed her since. The ulnar deviation of her hands 
vanished, as did the Heberden’s nodes. These nodes 
went through an interesting change. In random order 
they first enlarged somewhat, then receded in size until 
today they are barely visible. Her hands became norm- 
ally mobile. The skin regained its previous elasticity 
and tone. For the remainder of the year and over the 
next two years, she continued to be subjected to severe 
stress and during that interval suffered the loss of her 
husband, some difficulty with the estate, etc. She 
has remained mentally and physically normal. It would 
have been easy to blame the onset of her arthritis on 
stress. However, the stress became even more severe 
but the arthritis was reversed by nicotinic acid. 


Case 2.—C.M., aged 14 in 1952. This boy was well 
until 1952, when he developed pain and restriction of 
movement in his knees. Tuberculosis was suspected but 
not found. He was in hospital for five weeks in June 
and July 1953. There he received 80 grains of acetyl- 
salicylic acid per day and physiotherapy. He had to 
use crutches for some time, being very weak and stiff. 
By the fall of 1953, he was much improved. During 
the winter. his condition became worse. He continued 
to receive acetylsalicylic acid as well as hot wax baths 
and physiotherapy. In the summer of 1954 he spent 
one month receiving mineral baths and massage which 
did not improve him in any way. 

In October and November 1954, he was away from 
school and in bed five weeks with severe hip pain. On 
examination, he complained of severe pain in his back 
and in the joints of his foot. His physician did not give 
him cortisone because of his age. About the first part 
of December, he was started on 2 grams of nicotinic 
acid per day in two doses and 1 gram of ascorbic acid 
per day as well as his acetylsalicylic acid. Five days 
after, he returned to school somewhat improved. He 
has continued to improve since that time. 

By June 1955, his feet, which had been swollen to 
a size E shoe, were reduced in size to a C width. His 
fingers were less swollen and more mobile. He dis- 
continued physiotherapy in 1955, as it did not benefit 
him. The dose of acetylsalicylic acid was reduced to 
40 grains. In 1956 it was reduced to 20 grains. By 
1957 his. condition had steadily continued to improve. 
He reported that during these two years he missed less 
school than any year since 1953. He still had pain 
in his back, which was slightly stiff. His legs gave 
him trouble if he walked an excessive distance, i.e. 
one-half mile. In 1957, the nicotinic acid was reduced 
to 1 gram per day. He reported that he had voluntarily 
reduced the vitamins several times but this was im- 
mediately followed by a return of stiffness. He was 
now able to walk fairly well. His erythrocyte sediment- 
ation rate became normal this year. 

He has continued on this medication until today. 
There is very little disability. He has very slight stiffness 
of his back but this is hardly noticeable. His scholastic 
career continues uninterrupted but medication cannot 
be stopped. 
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CasE 3.—Mrs. S.T., aged 44, first developed rheuma- 
toid arthritis of her right shoulder in 1939. For the 
next eight years there were recurrences followed by 
remissions. Between 1948 and 1956, relapses became 
more frequent. She received physiotherapy, salicylates 
and cortisone. In the winter of 1956-57, movement 
of her shoulder joint became very painful with limited 
excursions. Cortisone was not effective. She was then 
started on 3 grams of nicotinic acid per day, which 
later was changed to nicotinamide in the same dosage. 
By June 1958, movement had been much improved 
and there was only occasional discomfort. She dis- 
continued vitamin medication about this time. A few 
months later, her arthritis began to return and her 
husband, a physician, immediately placed her on nico- 
tinamide medication which again controlled the arth- 
ritis. At present, she remains well so long as she takes 
nicotinamide. 





Ro 


Horrer: Nicotinic Acid AND ARTHRITIS 237 






joints. There were rare twinges of pain. There was still 
slight swelling of the ankles and she became fatigued 
readily. However, she managed the household very 
well and her nervous condition was much improved. 
Anxiety symptoms were greatly decreased. After the 
cortisone was stopped on August 19, 1958, the hairiness 
disappeared and her breasts became normal. 

On February 28, 1959, she was seen and -reported 
that there was no arthritic disability. All joints were 
normal. She was in good spirits and humour. She had 
discontinued nicotinamide several times but discovered 
that within a few days joint stiffness started again. 


Case 5.—Mrs. R.H., 37, first developed pain in her 
left shoulder in 1947, diagnosed as “nervous arthritis”. 
In the same year, she had a baby and remained free of 
pain until 1955. In July 1955 the pain reappeared 
after prolonged cough. In the spring of 1958 she was 


TABLE I.—REsponssE or Patients To Nicotinic AcipD oR NICOTINAMIDE 





Patient Sex Age Diagnosis Treatment started Present state 
eee F 68 Osteoarthritis March 1954 Normal 
MG 2 oes athe eae M 14 Rheumatoid arthritis Dec. 1954 Nearly normal 
Se SEAR Hees F 44 Rheumatoid arthritis Nov. 1956 Normal 
iy ss ah Matai aes F 34 Rheumatoid arthritis Aug. 1957 Normal 
6 28. ve KieKbes F 37 Schizophrenia, arthritis April 1958 Normal for both conditions 
D6 abuse tekae F 58 Vascular nodulitis May 1958 Much improved 


Case 4.—Mrs. C.J., aged 34 in 1957, was admitted to 
hospital in August 1957, complaining of pain and joint 
stiffness. The illness started five weeks before admission 
with chills, sharp pain in her joints, etc. The pain was 
severe in all joints and was accompanied by generalized 
swelling in almost all parts of the body. She was bed- 
ridden at home and unable to move for bodily func- 
tions. Much of the time she was fed by tube. She was 
then admitted by ambulance to hospital. 


On examination, her extremities were swollen and 
hot, with pain and stiffness in all the joints except her 
hips. The left ankle was inflamed. A neurological ex- 
amination was not possible owing to her stiffness. 
The hemoglobin value was 12 grams per 100 ml. Total 
W.B.C. was 11,500. Sedimentation rate was 60 mm. 
in one hour. No radiological changes were found. After 
the start of this acute attack she received salicylates 
and cortisone. There was no clinical improvement. She 
developed hairiness of her upper lip, and her breasts 
decreased in size. Her mental condition was deterior- 
ating rapidly and there was some question of a cortisone 
psychosis developing. 

On August 19, 1957, she started on 3 grams of 
nicotinamide per day. On August 20, her total W.B.C. 
was 5700 and sedimentation rate was 67 mm. In about 
10 days there was a marked improvement and physio- 
therapy was started. On August 21, she felt much 
better. On September 12, her condition was much 
improved. She was able to move her legs without any 
difficulty but her arms were still sore when she moved. 
Her appetite was good. On September 20, she was 
much improved but there was still some limitation of 
movement of her arms. The right elbow and shoulder 
were sore occasionally. On September 24, there were 
no complaints of discomfort. She was discharged on 
September 25. The final diagnosis was rheumatoid 
arthritis. The sedimentation rate was still high—55 mm. 


By June 1958, her recovery was excellent. She ex- 
ercised regularly and had good movement in all the 


admitted to hospital with the diagnosis of obsessive 
compulsive neurosis, quickly changed to schizophrenia. 
She received 3 grams of nicotinic acid per day for one 
month. As she recovered, her diagnosis was changed 
back to obsessive compulsive neurosis. (She was not 
under my care then.) She continued on one gram of 
nicotinic acid per day. The pain in her shoulder con- 
tinued for one month as her mental condition improved, 
then quickly eased. By September 1958, there was 
hardly any pain at all. This patient has remained 
mentally and physically well. She believed that the 
heat due to the vasodilatation “went right into the sore 
areas’ and refused to change to nicotinamide. 


Case 6.—Mrs. M.T., aged 58 in 1958, had for five 
years been troubled with recurrent local swellings on 
her arms and legs. These gradually enlarged and 
became sore and inflamed and itchy. They then broke 
open and slowly healed with scar formation. Her ankles 
were swollen and indurated with pitting oedema. She 
was able to achieve some control by using 100 mg. 
cortisone per day. 

Early in May 1958, she began to take 3 grams of 
nicotinic acid per day and decreased the cortisone 
dose to 25 mg. per day. On May 30, she reported a 
marked improvement. The lumps were coming on much 
less frequently. In March 1959, she reported that she 
was much improved but that when she was very tired 
and had been up for some time, both feet swelled. By 
morning, they were normal. She takes 25 mg. cortisone 
per day, rarely 50 mg. per day, to control the cedema 
of the feet. She was diagnosed as having vascular 
nodulitis. This condition is of course not an arthritis 
but is included in this account as another interesting 
response of a condition which had responded poorly 
to cortisone. 


The results of these few trials are summarized 
in Table I. 















DIscussiIon 


Although I have shown that nicotinic acid and 
its amide controlled arthritis of varying degree 
of severity in five patients and markedly alleviated 
one case of vascular nodulitis, this does not imply 
that it will be generally successful in treating these 
illnesses. My purpose has been only, by providing 
some confirmation, to draw attention to Kaufman’s 
earlier and much more thorough work. I am not a 
rheumatologist and can only say that my results 
have been uniformly good and that some cases 
have been followed for four years. The vitamin 
must be taken continuously and so cannot be con- 


sidered curative in the strict sense. But nicotinic _ 
acid and the amide are easy to take, have few 


side effects, and are non-toxic, easy to administer 
and fairly cheap. In a very large series of schizo- 
phrenic patients given these vitamins in similar 
quantities for as long as five years, there were no 
toxic reactions.® 

We do not know why these substances should 
act favourably in rheumatism. Nicotinic acid 
shares with salicylates and benzoates the ability 
to combine with glycine. It may act in this way, 
and this would suggest some disorder of glycine 
metabolism — possibly an excess. But since nicotin- 
amide which is just as effective does not bind 
glycine, its removal cannot be a main variable. 
Further, nicotinamide does not lower cholesterol 
levels, so that improved vascular efficiency can 
hardly be a main variable. Perhaps these massive 
quantities of vitamin force some improvement in 
intracellular oxidative respiration, as nicotinamide 
is an important component of diphosphopyridine 
nucleotide, one of the respiratory enzymes. 

Nicotinic acid decreases the excretion of uric 
acid.* For this reason, I suggested that it be tried 
for the treatment of, gout, but no trials have as 
yet been reported. 

I would recommend to physicians who deal 
much with various forms of arthritis that they 
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give these vitamins an adequate therapeutic trial. 
In this treatment, nicotinic acid and nicotinamide 
are not being used as vitamins. A daily dosage 
of about one gram per 50 lb. body weight is 
necessary. Any trial should run for at least one 
month, 


CONCLUSION 


Nicotinic acid and nicotinamide in massive doses 
can produce remissions in various forms of arthri- 
tis. The excellent response observed in a small 
series of patients provides confirmation of Kauf- 
man’s extensive observations. 
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RESUME 


L’auteur rapporte les excellents résultats qu'il a obtenu 
dans le traitement de diverses formes de rhumatismes avec 
Yacide nicotinique. Ses observations corroborent celles 
publiées antérieurement par le Dr. W. Kaufman. Les doses 
employées varient de 400 a 4000 mg. par jour. Cette 
posologie fut trés bien tolérée par plusieurs malades pendant 
des périodes s’étendant de 10 a 15 ans. La vitamine agit 
aussi bien dans la polyarthrite chronique évolutive que 
dans les rhumatismes chroniques dégénératifs. Elle améliore 
aussi l'état général du aie. 

Ces constatations n’ont pas suscité chez les rheumato- 
logues lintérét qu’elles semblaient mériter. L’évolution 
clinique de six malades sous traitement est rapportée dans 
le texte. L’auteur présente un plaidoyer en faveur d’une 
évaluation plus approfondie de cette forme de thérapie 
qui 4 lheure actuelle semble pleine d’avenir. 





RENAL TUBERCULOSIS IN A 
NATIVE POPULATION* 


W. E. BEAMISH, M.D., Edmonton, Alta. 


IT IS WELL KNOWN that tuberculosis is a common 
disease in our native Canadian population, both 
Indian and Eskimo, The present series is a review 
of 104 cases of renal tuberculosis in patients ad- 
mitted to the Charles Camsell Hospital in 
Edmonton, Alberta, from 1946 to 1958 inclusive. 
This hospital draws patients from Alberta, the 
Yukon and the North West Territories. The great 











*From the Charles Camsell Hospital, Edmonton, Alta. 





majority of admissions are of non-tuberculous pa- 
tients. During the review period, 6559 patients have 
been admitted to hospital and 104 cases of renal 
tuberculosis have been found, an incidence of 1.6%. 
This series of cases have all been proven tuber- 
culous by at least one positive urine culture for 
acid-fast bacilli before initiation of treatment. In 
addition to positive urine culture, further proof 
has been obtained in the majority of patients in 
the form of intravenous, and in many cases retro- 
grade, pyelograms, as well as histological proof in 
those cases which came to nephrectomy or 


necropsy. 
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SEx INCIDENCE 


In contrast to studies in white populations in 
which renal tuberculosis is said to occur two to 
three times as commonly in the male, our cases 
occurred with almost equal frequency in males 


and females, with only a slight male preponder- 
ance (51.9%). 


AGE INCIDENCE 


Renal tuberculosis apparently tends to occur in 
a slightly younger age group in the native popula- 
tion. Ross' found the average age at onset in two 
series 31 and 33 years respectively. Lattimer* in a 
series of 368 cases found over one-half to be over 
40 years of age. The average age in the present 
series is 27.4 years at the time the diagnosis was 
made. Slightly more than half the patients were 
under the age of 25 years. 


ASSOCIATED LESIONS 


As in other series, renal tuberculosis was found 
in association with other lesions in the great 
majority of cases (Table I). Beskow? in his series 


TABLE I.—AssociaTED TUBERCULOUS LESIONS 





I a 45s thas Sie La be eae kalee 51 49.0% 
Rs dl nila ay Goer GUN ae ee eed ea 13 12.5% 
URN AN GA RTAES TORING «03, 9 orcs Sy rio és as ata ne Aer 32 30.0% 
| REST CN ere Ree Rene CU 19 18.3% 
NL hig of aia ain tig ia Tega lar 2 1.9% 
I i at ar cue ee anf 1 1.0% 


found other tuberculous foci in 82% of cases; other 
active tuberculous foci were found in 72.1% 
of cases in the present series. Pulmonary tuber- 
culosis was found most commonly, followed by 
bone and joint tuberculosis, genital tuberculosis 
and pleurisy with effusion, in that order. Meningitis 
was found in two cases and pericarditis in one. 


SYMPTOMATOLOGY 


Ross in a series of 722 cases of renal tuberculosis 
in a white population found that all patients had 
at least one symptom and that the great majority 
had at least three symptoms referable to the 
urinary tract. Beskow in a series of 228 cases lays 
more stress on the insidiousness of renal tuber- 
culosis and states that 17% of males and 7% 
of females had no symptoms. In the present series, 
69 patients (66.3%) had no urinary symptoms 
whatsoever and another 8 patients (7.7%) had 
only one symptom. Gross hematuria occurred in 
only 9 patients (8.7% ). The commonest symptom 
was frequency, followed by combined frequency 
and dysuria. Nocturia was an uncommon symptom. 


DIAGNOSIS 


Many of the cases in this series were detected 
by routine admission urine cultures for acid-fast 
bacilli. None of the patients had a normal urine 
on routine urinalysis (Table II) but grossly ab- 
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Fig. 1.—This is the appearance found in intravenous pyelo- 
gram of a patient with fairly early renal tuberculosis. Pye- 


localiectasis is present bilaterally, with dilatation and 
kinking of the ureter on the right. 


normal urine sediment was not the rule. In 27.0% 
there were minimal urinary findings of less than 
ten pus cells per high-power field and no red 
cells. Grossly abnormal urine sediment with pyuria 
and gross or microscopic hematuria of more than 
a few red cells per high-power field was found in 
only 60.6% of cases. The remainder fell into the 
intermediate group. 


TABLE II.—Ur1Nary SEDIMENT 





Clear 
None 
Minimal 


Less than 10 pus cells, no red cells 
WORE e.g os kes cc aD iy pw ers end 28 
Moderate 


10-25 pus cells + occasional red blood 
NS 6 5.6-i-os cid bw ianaces 13 


27.0% 


12.5% 
Gross 


Pyuria, more than occasional red blood 


gS a ee ree 63 60.6% 


Pyelogram reports were available in all but 12 
cases. In these the films were not done, were not 
satisfactory or have been lost. In the remaining 
92 cases, intravenous pyelography was done, and 
in many cases this was followed up with retro- 
grade pyelography. Of these, 11 pyelograms were 
reported as normal, 14 were only suspicious and 
67 were definitely abnormal (Table III). 


TABLE III.—xX-ray Finp1nGs: 92 Cases 


ia inh2 Wee OEY «aid od h ada wiplain ss 11 12.3% 
ys 6 ida 4 hha ous yee Gad 14 15.2% 
Moderate abnormalities................... 37 40.2% 
Cirmen amenmeeees 5. ee os re cc 30 32.6% 
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Fig. 2.—Retrograde pyelogram of a patient with severe 
bilateral renal tuberculosis with involvement of ureters and 
bladder. The left kidney is pyonephrotic. 


It is of interest that 56 patients (53.8%) had 
unilateral disease as far as could be determined 
by pyelography or ureteral urine culture. Right and 
left kidneys were affected with almost equal 
frequency. 


TREATMENT AND PROGNOSIS 


All patients had chemotherapy, most with drug 
combinations, and 2% patients underwent nephrec- 
tomy. This procedure was carried out in those 
cases in which the disease was thought to be 
unilateral and far advanced on the affected side. 


Twenty-nine patients were under treatment for 
genito-urinary tuberculosis alone, and in these the 
average hospital stay was 16.7 months. All had 
at least six months treatment with chemo- 
therapeutic agents after the last positive urine 
culture. The average hospital stay of those under- 
going treatment for tuberculosis of multiple foci 
was 38.0 months. 


Of the whole series of 104 cases, 49 had positive 
urine cultures for less than six months and 38 


had positive cultures for more than one year 
(Table IV). 


TABLE IV.—REsutts or URINE CULTURE 


Positive cultures for less than 6 months.... . 49 47.1% 
Positive cultures for 6 to 12 months........ 17 16.3% 
Positive cultures for more than 1 year...... 38 36.5% 


There were six deaths in the series, only one 
of which could be attributed to renal tuberculosis. 
This man had gross tuberculous destruction of 
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Fig. 3.—The same patient as in Fig. 2, showing marked 
improvement in the appearance of the retrograde pyelogram 
on the right after seven months of triple drug therapy. 


both kidneys and died in ureemia four years after 
leaving hospital. No necropsy was done. 

Follow-up studies on the patients in this series 
are regrettably scarce. Only 34 cases have been 
followed up for more than six months because 
of migration of the patients and in many cases 
the inaccessibility of their homes. Seven patients 
are still on treatment. Of the 34 cases followed up 
for one to seven years after discharge, five were 
subsequently found to have bacilluria and were 
brought back for further treatment. Of these five 
patients, three had been treated by nephrectomy 
and all had had drug therapy with combined drugs, 
except one who had streptomycin alone. Three of 
these patients had tuberculosis elsewhere, as well 
as having fairly advanced renal lesions. 

Most authors state that radiological healing does 
not occur. In several cases we have demonstrated 
definite improvement in the intravenous pyelo- 
graphic appearance after treatment. 


DISCUSSION 


Renal tuberculosis is considered to be a bilateral 
disease, hematogenous in origin and with the 
primary renal lesion in the cortex of the kidney. 
The disease is insidious in onset and comes on 
probably several years after the initial infection. 
The present series emphasizes the insidiousness of 
renal tuberculosis, often even in the presence of 
severe and advanced disease. It is for this reason 
that routine urine cultures are so important in the 
management of sanatorium patients. Some of the 
paucity of symptoms in this series, no doubt, is 
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attributable to racial stoicism. Many of these 
patients were found to have gross and severe 
cystitis at cystoscopy, yet denied any symptoms 
referable to the urinary tract. The high incidence 
of apparently unilateral renal disease is also of 
interest. 


This form of tuberculosis apparently responds 
well to chemotherapeutic agents, and much fewer 
nephrectomies are being performed since the 
advent of isonicotinic acid hydrazide. Of our 29 
nephrectomized patients, 25 were done before 
isoniazid was available. Combined drug therapy 
with isoniazid, streptomycin and _para-amino- 
salicylic acid is recommended and should be con- 
tinued for a minimum of 18 months, with at least 
six months’ treatment after the last demonstrable 
bacilluria. 


The usual drug regimen in adult patients is 
streptomycin, 1 gram twice weekly, para-amino- 
salicylic acid 12 grams daily and isonicotinic acid 
hydrazide 300 mg. daily. If the patient has pul- 
monary tuberculosis, the streptomycin is reserved 
for preparation for possible surgery. Lattimer 
indicates that urine becomes abacillary in 96% of 
cases on this regimen in one year. 


With modern drug therapy, healing of associated 
perineal and scrotal fistulae and genital tuber- 
culosis at any stage occurs without surgical inter- 
vention. 


SUMMARY 


A series of 104 cases of proved renal tuberculosis 
is reviewed. The insidiousness of this disease is again 
demonstrated, and hematuria is found to be an un- 
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common occurrence. The age and sex incidence of 
this form of tuberculosis in a native population appear 
to differ from that in whites. An effective drug therapy 
is available and surgery is being resorted to in pro- 
gressively fewer cases. 


I would like to, express my appreciation of the advice 
and assistance given to me in the preparation of this paper 
by Drs. M. Matas and G. N. Tucker. 
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RESUME 


Le présent article porte sur une série de 104 cas de 
tuberculose rénale chez des malades admis au Charles 
Camsell Indian Hospital d’Edmonton de 1946 a 1958. 
Cette série représente une fréquence de 1.6%. Les hommes 
formaient 51.9% de ce groupe. L’age moyen de ces malades 
était de 27.4 ans et plus de la moitié étaient A4gés de moins 
de 25 ans. Environ les trois quarts portaient d’autres lésions 
tuberculeuses; pulmonaires dans environ la moitié des cas, 
osseuses et articulaires dans le tiers, pleurales, génitales, 
méningées et péricardiques dans les autres cas. Il est in- 
téressant de noter que les deux tiers des malades de cette 
série ne présentaient aucun symptéme urinaire. L’hématurie 
macroscopique ne se vit que chez 8.7% du groupe. Dans 
la plupart des cas le diagnostic fut posé grace a la 
bactériologie des urines. On trouva un culot urinaire 
anormal chez presque tous ces malades. Des 92 urographies 
endoveineuses pratiquées dans ce groupe, 67 montraient 
des lésions caractéristiques. Plus de la moitié des malades 
n’avaient qu’une atteinte unilatérale. On put incriminer la 
tuberculose rénale comme cause de mortalité dans six cas. 
Tous les malades recurent de la chimiothérapie et 29 
subirent une néphrectomie. Grace 4 la _ thérapeutique 
moderne les fistules du scrotum et du périnée ainsi que 
les atteintes génitales guérissent sans _ intervention 
chirurgicale. 
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A NEUROLOGICAL COMPLICATION 
IN CHILDREN ON 
PHENOTHIAZINE TRANQUILLIZERS 


ROBERT M. EHRLICH, M.D.,* Toronto 


For BETTER or for worse, tranquillizers have become 
a very important group of drugs in the past ten 
years, Recent statistics show that they rank third 
behind antibiotics and vitamins ‘as the most widely 
used prescription drugs. One hundred and seventy- 
five million dollars’ worth was sold in 1958. 

The drugs are used mainly in psychiatry, where 
they have become valuable in therapy of disturbed, 
hyperactive patients. In addition to their psycho- 


*From the Department of Pediatrics, Hospital for Sick 
Children, Toronto. 





pharmacological use, other physiological actions 
have resulted in their widespread application. This 
is particularly true of the antiemetic effect of the 
phenothiazines. As with antibiotics and vitamins, 
when used unwisely with improper knowledge of 
physiological and toxic actions, complications occur 
which may go unrecognized. Most of the toxic 
effects of the phenothiazines are well documented 
in the literature—for example, jaundice occurring 
during chlorpromazine therapy. Others are not as 
well known. 


The recent occurrence in the Hospital for Sick 
Children, Toronto, of a bizarre neurological syn- 
drome due to the phenothiazine tranquillizers and 
the lack of knowledge of physicians about this 
syndrome has prompted this paper. Nine cases of | 
a severe extrapyramidal or pseudotetanus syndrome 
have occurred at the Hospital for Sick Children, 
seven of these between July 1, 1958 and June 30, 
1959. 
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The syndrome is characterized by drowsiness, 
lethargy, and sudden brief or prolonged muscular 
spasms which may involve any group of skeletal 
muscles. Commonly affected groups are: 

1. The ocular, causing oculogyric crises. 

2. The back muscles, causing opisthotonus and 
torticollis. 

3. Facial muscles, producing risus sardonicus and 
- trismus. The tongue may sometimes be involved, 
causing protrusion of the tongue to one side or 
the other. 

4. Limb muscles, causing flexor or extensor 
spasms. These spasms occur suddenly and last a 
few seconds to several hours. The patients are 


conscious, but may not be able to speak owing ~ 


to laryngospasm or fear. The spasms tend to sub- 
side spontaneously and leave no residual neuro- 
logical deficit. They may occur after one normal 
dose, several days of normal dosage, or excessive 
dosage of the drugs. They may become manifest 
immediately or within 12 to 16 hours after the last 
dose. The reaction is due to an overdose of or idio- 
syncrasy to one of the phenothiazines. It has been 
suggested that the symptoms are more apt to appear 
if there is some complicating illness such as tonsil- 
litis or gastroenteritis.. The syndrome is _ best 
illustrated by a brief review of four of our nine 
cases, 


Case 1.—M.T., an eight-month-old girl, developed 
an upper respiratory tract infection with vomiting. 
Treatment with antibiotics, aspirin and nose drops was 
instituted by the family physician. For the vomiting, 
5 mg. prochlorperazine*® suspension every six hours 
was prescribed. After the first dose, vomiting ceased 
but the child continued to receive the drug. After the 
fourth dose, the mother noted stiffening of the arms 
and legs, and rolling of the eyes. Arching of the 
back and neck as well as turning of the head to the 
right or left also occurred. Meningitis was suspected 
by the family physician, and the child was referred 
to hospital. 

On admission the child was afebrile with no signifi- 
cant abnormalities on physical examination. During 
the examination, several] attacks of turning of her 
head to the right with opisthotonus occurred. The 
child was conscious and alert. These attacks lasted 
20 to 30 seconds, and recurred every five or six minutes. 
Lumbar puncture was performed and was negative. 
Drug toxicity was suspected and treatment was sympto- 
matic. Attacks ceased in a few hours. Twelve hours 
later, the child was normal in all respects. 


Case 2.—B.M., an eight-year-old girl, developed an 
acute pharyngitis, along with other members of her 
family. This was associated with fever and vomiting. 
Antibiotics were administered as well as prochlorpera- 
zine suppositories, 10 mg. every six hours for 24 hours. 
After the fourth dose, the child became drowsy and 
lethargic and had peculiar facial grimaces. The family 
physician found nuchal rigidity and referred the child 
to hospital. . 

On admission, the child was alert and co-operative. 
An acute purulent pharyngitis was present. No nuchal 


*Trade name—Stemetil, Compazine. 
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rigidity or other abnormal physical Sndings were 
demonstrated. During the course of the examination, 
the child suddenly developed opisthotonus with a 
typical risus sardonicus, trismus and stridor. She was 
conscious, alert and able to answer questions slowly. 
This lasted two to three minutes and then subsided. 
Lumbar puncture was negative. No history of injury 
could be elicited. Immunization against tetanus had 
been performed in infancy. Treatment consisted of 
sedation with barbiturates and tetanus antitoxin. She 
responded well and was quite normal within 12 hours. 
The history of the prochlorperazine suppositories was 
not elicited until several days after recovery. 


CasE 3.—R.T., a seven-month-old boy, developed 
an upper respiratory tract infection with fever, one 
week before admission. Response to symptomatic 
therapy was good, with improvement in two days. 
Forty-eight hours before admission, vomiting without 
fever occurred; 24 hours before admission, 5 mg. of 
prochlorperazine was given once per rectum. Six hours 
later, the child was noted to be irritable and unable to 
suck or swallow and had periodic arching of the neck 
and back. This persisted intermittently until admission 
to hospital 12 hours later. At this time the child was 
afebrile, with no abnormality except periodic rolling 
of the eyes upwards with arching of the back and neck. 
Lumbar puncture was negative. Treatment was sympto- 
matic and the child was normal within 24 hours. 


Case 4.—K.F., a three-year-old girl, developed a 
cough, fever and coryza five days before admission. 
Three days before admission, a typical measles rash 
became evident. At this time vomiting developed. 
Prochlorperazine, 10 mg. every eight hours per rectum, 
was prescribed and the vomiting decreased. Twenty- 
four hours before admission, the child was noted to 
be drowsy, lethargic and incontinent. These symptoms 
persisted and the child was referred as a case of 
measles encephalitis. 

When seen in the admitting department, the child 
was drowsy, lethargic and dehydrated. A fading measles 
rash was evident. She had an expressionless face with 
some drooling. One attack of extensor spasm occurred 
with facia] grimaces. She was conscious, but would 
not respond to simple commands. Lumbar puncture 
was negative. Treatment was symptomatic with intra- 
venous fluids. Within 12 hours, the child was alert and 
able to speak normally and became interested in her 
surroundings. Within 24 hours she was able to walk 
and seemed quite normal. 


Five other cases have occurred which were 
almost identical to the four presented above, vary- 
ing only in degrees of severity. The age range was 
from seven months to eight years. There were six 
girls and three boys. Prochlorperazine was incrimi- 
nated six times, chlorpromazine* three times. The 
dosage was excessive in six cases and proper in 
three cases. 


DIscussion 


A brief survey of the current literature on tran- 
quillizers indicates an increasing awareness on the 
part of physicians of their ill effects. As with all 





*Trade name—Thorazine, Largactil. 
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new drugs, little mention is made of complications 
in early reports. Hollister,? in his excellent review 
in 1957, makes little mention of the syndrome 
described above. Recent reviews stress the im- 
portance of the extrapyramidal symptoms which 
occur more commonly and more acutely in children 
than in adults.* 

Shaw et al.* and Jabbour et al. were the first to 
report cases in children. Their group was identical 
with ours. Prochlorperazine, chlorpromazine and 
perphenazine* were the drugs involved. 

Adults also suffer from this acute syndrome, as 
borne out by reports by O’Hara,°® Christian and 
Paulson,’ and Vesell.? These patients on variable 
doses of phenothiazine tranquillizers manifested 
spasms of facial, tongue and neck muscles. One 
patient almost required tracheotomy. Sedation and 
discontinuing the drugs resulted in amelioration 
of symptoms. _ 

As will be evident from the above discussion and 
review of the literature, all the phenothiazine 
tranquillizers are capable of producing in certain 
individuals a characteristic neurological syndrome. 
This can mimic severe neurological disease such 
as tetanus, meningitis or encephalitis. All cases 
referred to this hospital were sent in with one of 
the preceding diagnoses. None of the referring phy- 
sicians was aware that the phenothiazine tranquil- 
lizers could produce such symptoms. The syndrome 
is benign and self-limited, rarely requiring any 
treatment and leaving no sequele. The syndrome 
is so characteristic that when it is seen phenothia- 
zine drugs should be suspected. 

Typical cases of parkinsonism, resulting from 
phenothiazine drugs, have been reported in adults. 
One case" has occurred in a child, but there have 
been no published reports. The pseudo-tetanus 
syndrome of muscular spasm seems to occur most 
commonly in children. The exact mechanism of 
production of these symptoms is not: understood, 
but they are likely due to an exaggerated, extra- 
pyramidal action. It must be mentioned that pheno- 
thiazines are not anticonvulsants and may aggravate 
an underlying convulsive disorder. Therefore, they 
must be used with caution in individuals who have 
a history of seizures. 

Recently, a simple test for the presence of the 
urinary metabolites of the phenothiazines has been 
described.® ?° To 3 ml. of urine, 1 ml. of 10% ferric 
chloride and 1% hydrochloric acid is added. A 
purple-black colour appears at once when a meta- 
bolite of a phenothiazine drug is present in the 
urine. Salicylates and ketone bodies give similar 
reaction. The history will help eliminate salicylate, 
and boiling will remove ketone bodies. This test 
may be helpful in a doubtful case, but usually the 
diagnosis is made clinically. 

Treatment of this condition is essentially sympto- 
matic. Sedation with barbiturates may be indicated. 
Intravenous fluids are given when réquired. A 


*Trade name—tTrilafon. 
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recent report® suggests that dramatic response may 
occur with the intravenous use of caffeine and 
sodium benzoate. Relief of symptoms may occur 
within 25 to 60 seconds and they do not recur. 


CONCLUSION AND SUMMARY 


Phenothiazine tranquillizers may produce, in a 
certain number of patients, a characteristic neurological 
syndrome of generalized skeletal muscular spasm. The 
clinical picture is quite characteristic, and when it is 
seen a phenothiazine should be suspected. The purpose 
of this paper is not to condemn the use of tranquillizers, 
for they are very valuable therapeutic agents. The aim 
is to make physicians aware of a complication which 
may arise from their use, particularly in children. 
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MEGALOBLASTIC ANAEMIA OF 
PREGNANCY WITH SEVERE 
THROMBOCYTOPENIC PURPURA— 
CASE REPORT AND REVIEW 

OF THE LITERATURE 


E. G. TESS TRUEMAN, M.D., L. SHERMAN, 
M.D. and J. A. BOYD, M.D., F.R.C.S.[C], 
Edmonton, Alta. 


MEGALOBLASTIC ANZMIA Of pregnancy and the 
puerperium has recently been discussed in the 
literature with increasing frequency. Although 
once thought to be an extremely rare condition, at 
least in temperate climates, cases are being re- 
ported in ever increasing numbers from many 
centres. Probably the apparent increase in in- 
cidence represents more thorough investigation of 
anzemia and more accurate diagnosis in the less 
severe cases. A search of the literature revealed 
only one Canadian paper on the subject,’ and no 
case could be fourid with profound bleeding as 
the presenting feature. For this reason it is felt 
that such a case, recently treated in the Edmonton 
General Hospital, would be of interest. 


Mrs. E.G., a 22-year-old gravida iii, para i (expected 
date of confinement August 27, 1958), was referred 
from St. Paul, Alberta, to the Edmonton General 
Hospital on August 25, 1958. 

She had had a normal pregnancy, concluded 22 
months before this admission. She was known to have 
had a mild anemia during the first pregnancy (Hb. 
9.8 g. % at the 8th month of pregnancy) which re- 
sponded to oral iron therapy. The present pregnancy 
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was complicated by severe nausea and vomiting lasting 
for the first four months. This was followed by sore- 
ness of the tongue and stomatitis. She developed tooth- 
ache and finally an abscessed tooth, in the fifth month. 
From the sixth to the ninth month her tongue re- 
mained sore and she was bothered by heartburn. 
Throughout the pregnancy, as a result, she ate very 
poorly. At 35 weeks’ gestation she was started on 
vitamin C, 100 mg. three times a day, and a proprietary 
- product made up of vitamin B,,, ferrous gluconate, 
thiamine mononitrate, ascorbic acid and d-sorbitol. 
On August 18 (four weeks later) she was admitted 
to St. Theresa Hospital, St. Paul, because of bieeding 
from the mouth. At this time the impression was 
that it was due to scurvy. She was treated with large 
doses of ascorbic acid, and the bleeding stopped after 
one day in the hospital. 

At 1:00 a.m. on August 25, 1958, she was re- 
admitted to the same hospital bleeding profusely from 
the mouth and nose. She was treated with ascorbic 
acid and given 2000 c.c. of blood. The bleeding per- 
sisted and she was transferred by helicopter to the 
Edmonton General Hospital on the evening of 
August 25. 

On admission to the Edmonton General Hospital 
she was bleeding freely from the mouth and nose, 
and vomiting bloody fluid at intervals. She was pale 
and restless, and at times was confused. There were 
extensive ecchymoses and petechial hemorrhages in 
the skin of the legs and abdomen. On examination 
her abdominal tumour was consistent with the dura- 
tion of gestation. Two fetal hearts were audible. Her 
blood pressure was 85/40 mm. Hg and her pulse 
rate 135/min. There were no other findings of signi- 
ficance. The following laboratory results were ob- 
tained: urine normal; hemoglobin 6.4 g. %; red blood 
cell count 3,020,000/c.mm.; white blood cell count 
3000 with 38% neutrophils, 1% basophils and 60% 
lymphocytes. Smear: red blood cells were normocytic 
and normochromic. There were anisocytosis and poly- 
chromasia. Platelet count was decreased. There was a 
neutropenia. Platelet count 60,000 and 54,000; clot 
retraction complete in 2 hours; bleeding time 4 min. 
(Duke method); clotting time 8 min. (capillary 
method); reticulocyte count 0.4% (normal 0.5-1.5%); 
plasma fibrinogen level within normal limits; pro- 
thrombic activity 86%; tourniquet test strongly positive. 
Bone marrow: There was granular cell hyperplasia of 
the marrow. There was evidence of active erythro- 
poiesis with a megaloblastic hyperplasia (11.0% 
megaloblasts). Megakaryocytes were present. 

In view of these findings a diagnosis of megalo- 
blastic anemia of pregnancy with secondary thrombo- 
cytopenia was established. 

She bled profusely from the mouth, vomiting large 
amounts of blood frequently, throughout the night 
of August 25. Hemoglobin level 24 hours after ad- 
mission, and after 8000 c.c. of blood had been given, 
was 8.2 g. . The microhzematocrit was 26%. She was 
confused, restless, and at times difficult to manage. 
Her blood pressure remained at about 100/70 and her 
pulse at about 112. Shortly after admission, she was 
started on Solucortef (hydrocortisone), 50 mg., in 
each 1000 c.c. of blood. At 3:00 p.m. on August 26 
we were able to obtain fresh blood in plastic bags 
(for platelet preservation). She was given prophylactic 
penicillin, and calcium gluconate was given to counter- 
act the citrate in the transfused blood. Folic acid was 
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ordered but was not given until after the bleeding 
ceased. At approximately 9:00 p.m., after five trans- 
fusions of packed cells in plastic containers (and a 
total of 22 bottles of blood), the bleeding stopped. 

At 2:00 a.m. on August 27, labour began spon- 
taneously. She’ was delivered of twins by 3:15 a.m. 
by one of us (J.A.B.). Twin A was delivered by Kiel- 
land forceps rotation (L.O.T. to L.O.A.). Twin B 
was an assisted breech delivery. The infants were 
small but healthy. There was brisk bleeding in the 
third stage and for some hours after delivery. Esti- 
mated loss of blood was 1000 c.c. at delivery. The 
lochia rubra was heavy for the first 48 hours in spite 
of oxytocics. A broad ligament haematoma was noted 
at this time. 


_., After delivery she was treated with folic acid, as- 


corbic acid and penicillin. Cortisone was gradually 
withdrawn after 12 days. She was afebrile except 
for elevations to 100.6° F. on the day of delivery 
and the next day. On the fifth postpartum day a 
leukzemoid reaction (not associated with morbidity) 
with white cell count of 60,000 (61% adult and 26% 
juvenile neutrophils and 18% lymphocytes) developed. 
It was sustained, but diminishing, until discharge. 
About the eighth postpartum day, she developed 
furunculosis of the buttocks, from which Staph. aureus 
was cultured. She received chloramphenicol (250 mg. 
every 6 hours) and the furunculosis subsided. On the 
16th postpartum day her hemoglobin was 12.0 g. %. 
Her white cell count was 19,000 (with 70% adult and 
12% juvenile neutrophils and 18% lymphocytes). She 
was anxious to be discharged and left hospital on 
September 14, 1958. The infants were discharged at a 
later date. Their blood was normal from the time of 
delivery. 


CLINICAL FEATURES OF MEGALOBLASTIC 
ANEMIA OF PREGNANCY 


Megaloblastic anzemia of pregnancy occurs in 
both primigravid and multigravid patients, with 
preponderance of the latter.2 The average age is 
usually less than 35 years but it may occur through- 
out the reproductive period. Its reported incidence 
seems to be much higher in more recent series; 
up to 2.8% of hospital confinements is, to date, 
the highest reported incidence.? The symptoms are 
those of anzemia in general—weakness, lassitude, 
anorexia and shortness of breath. The onset is dif- 
ficult to assess but most commonly it is in the third 
trimester or the puerperium. The rapidity of onset 
may be striking, but it may be insidious. 

Apart from the general complaints due to the 
anemia, gastro-intestinal complaints are prominent. 
Excessive nausea and vomiting, not confined to the 
first trimester, occur in as many as 40-50% of 
cases.* A sore tongue is frequently reported. Glos- 
sitis and atrophy of the papillz are seen. Diar- 
rhoea may occur. Heartburn may be prominent. A 
delicate, pearly white coloration of the skin was 
reported in earlier series but it is not a prominent 
feature. The spleen may be palpably enlarged (in 
30% of some series).* Less frequently there is 
also hepatomegaly. Pyrexia not associated with 
obvious infection has been noted, which responds 
to treatment of the anzmia.* ® 
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Purpuric eruptions or hemorrhages from mucous 
membranes are mentioned in textbooks. One case 
reported by Suarez’ showed purpura and a pal- 
pable spleen and was admitted with the tentative 
diagnosis of either aplastic anemia or aleukzemia. 
Only after bone marrow studies were obtained 
could the diagnosis of megaloblastic anzmia of 
pregnancy be established. This is the only report 
of purpura which we have been able to find, and 
hzemorrhage was not, apparently, a marked feature. 
Retinal hemorrhages may be found.® 

It is noteworthy also that the condition is more 
common in multiple pregnancies, and that recur- 
rences in subsequent pregnancies are about twice 
as common as non-recurrences.® In a _ certain 
number of cases, infections or toxemia of preg- 
nancy is found, appearing to precipitate the 
development of severe anemia. Slight oedema is 
common; occasionally it is marked. Though 
toxzmia, antepartum hemorrhage and postpartum 
hzemorrhage occur, they are not more frequent 
than in other pregnancies.? The condition has been 
observed frequently in women of poorer economic 
status whose diet has been deficient, yet it has 
been encountered sufficiently often in well-to-do 
women on a satisfactory diet to raise doubt as to 
its dietary origin. Loss of weight may be noted.° 

There is no associated involvement of the central 
nervous system.° 


LABORATORY INVESTIGATION 


Severe anemias have been reported but the 
blood picture is variable. The red blood cells may 
be macrocytic, normocytic or microcytic, and 
hyperchromic, normochromic or hypochromic. 
Normoblasts may be seen in the peripheral blood. 
Rarely megaloblasts are present in the peripheral 
blood and are of diagnostic significance. The white 
count may be low, normal or elevated.* True leuko- 
penia is common.’ A leukzemoid reaction has been 
described, especially in cases under treatment.® 
Thrombocytopenia occurs but its incidence is 
variable.* * * § ® 

The serum bilirubin may be elevated slightly.” ° 
Serum iron estimates are high but fall as the reti- 
culocyte count rises in response to treatment.? 
Achlorhydria is seen and is histamine-fast in many 
of the cases.” >» ° Recent investigation suggests that 
tests of folic acid absorption and clearance may 
be of etiological significance.’° These will be dis- 
cussed under “etiology”. 

The bone marrow changes are of .the greatest 
significance. There is usually a mixed megaloblastic 
and normoblastic reaction in the marrow. It is the 
presence of megaloblasts which is diagnostic. 
Pathological white cells may also be seen. Mega- 
karyocytes are usually normal. It has also been 
suggested that examination of the buffy coat of 
venous blood may permit diagnosis in almost all 
cases and the technique is simpler. In the majority 
of reported series the diagnosis is made on the 
basis of bone marrow studies. Occasionally, mega- 
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Icblasts are not numerous but can be found if 
search for them is made.’ 

Under treatment the megaloblastic character of 
the bone marrow disappears, though evidence of 
abnormal leukopoiesis may persist for a slightly 
longer time.* ® 


ETIOLOGY 


Almost all megaloblastic anzemias are considered 
to be the result of deficiency of, or interference 
with utilization of, vitamin B,, or folic acid. Those 
megaloblastic anzmias which respond to treat- 
ment with vitamin B,, are almost invariably due 
to failure of absorption of B,,, rarely to an in- 
adequate dietary intake. Only two types of anzemia 
requiring folic acid therapy occur with any degree 
of frequency in temperate climates. They are the 
megaloblastic anzmia associated with idiopathic 
steatorrhoea and the megaloblastic anzemia of preg- 
nancy. The latter is the commoner form of this 
condition. 

By means of two new procedures—the test of 
plasma clearance of folic acid and the test of 
absorption of folic acid—this condition has recently 
been studied.?° The increased rate of clearance of 
injected folic acid indicates an increase in the 
degree of “unsaturation” of the tissues for folic 
acid, i.e. folic acid deficiency. By study of folic 
acid absorption after oral administration it was 
shown that all pregnant patients absorb folic acid 
less efficiently than control subjects.’° The absorp- 
tion of folic acid by patients with treated-megalo- 
blastic anzemia of pregnancy was low, as it was in 
the pregnant (normal) controls, so that this factor 
of malabsorption alone does not explain the de- 
velopment of the anzmia. 

The anemia is thought to be a folic acid de- 
ficiency state.’° In addition to the impaired absorp- 
tion of folic acid in pregnant subjects, two other 
factors contribute to the deficiency: (1) the folic 
acid requirements of the fetus; (2) the dietary in- 
take of folic acid. 

Megaloblastic anemia of pregnancy appears 
most frequently in the third trimester of preg- 
nancy when the growth of the fetus is most rapid. 
Furthermore, its incidence in twin pregnancy is ten 
times as high as in single pregnancy.’ Folic acid 
clearance proved most rapid in patients with 
normal twin pregnancies. It may be as rapid as _ 
the clearance in patients who have developed 
megaloblastic anemia of pregnancy due to folic 
acid deficiency. It is reasonable to attribute these 
results to increased requirements of the growing 
fetuses. 

Although seasonal variations in incidence of the 
condition have been demonstrated in some reports, 
they do not necessarily imply dietary changes.’ 
Reports of dietary studies to date are inconclusive. 
The increased demand by the growing fetus, 
coupled with relatively poor absorption of this 
vitamin in pregnancy, tends to produce a deficiency 
of folic acid. Possibly under these circumstances a 
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good intake of folic acid may prevent the onset 
of the megaloblastic change, and a poor diet may 
precipitate it. 

It seems likely that this syndrome does not 
represent a homogeneous group, and that in some 
instances toxzemia and infection may interfere with 
the utilization of haemopoietic factors, while in 
others hemorrhage, and multiple or rapidly re- 
-peated pregnancies, increase the demands. At the 
same time poor diet and impaired gastro-intestinal 
absorption may reduce the natural supply. 


DIAGNOSIS 


The incidence of cases diagnosed as megalo- 
blastic anzemia of pregnancy increases wherever 
studies of the condition are undertaken. Progressive 
or rapidly developing anzmia occurring in preg- 
nancy and the puerperium, which is not attributable 
to hemorrhage and which is resistant to iron 
therapy, should be suspect. Repeated hemoglobin 
estimations and the investigation of unexplained 
anemias will yield valuable information. The 
clinical history is only helpful in those cases with 
a history of severe anemia in a previous pregnancy, 
or when anemia is severe enough to’ produce 
symptoms. No clinical features are diagnostic. 

Only one feature of the peripheral blood is 
diagnostic, and that is the uncommon occurrence 
of true megaloblasts in the peripheral smear. Bone 
marrow examination is necessary in most cases. 
The extent of the change in the bone marrow is 
not related to the severity of the anzmia. Callen- 
der* has disproved the former belief that mild 
megaloblastic alteration of the bone marrow is ever 
present in normal pregnancy. It therefore seems 
safe to regard the presence of even small numbers 
of true megaloblasts in the marrow as a true path- 
ological change during pregnancy. Serum iron 
values are reported to-be strikingly high in many 
cases, and fall within’ 48-72 hours after therapy 
is begun. In our case the serum iron level (36 
hours after admission) was 345 pg. %. 

It is well to remember that any factor such as 
heemorrhage, sepsis, toxzemia or multiple pregnancy, 
which puts an added strain on the hemopoietic 
system and increases the demands for folic acid, 
may then precipitate the onset of megaloblastic 
anzemia of pregnancy.”” 

From the point of view of obstetrical care, it is 
suggested that accurate hemoglobin determina- 
tions, usually made at the first visit, be repeated 
at approximately the 32nd and 36th weeks of 
pregnancy in all cases. Those cases showing anzemia 
should be treated with supplementary oral iron. 
Any case showing a hemoglobin level of less than 
10.0 g. % in the latter weeks of pregnancy, un- 
responsive to iron, should be investigated. In the 
absence of infection or explainable blood loss, bone 
marrow studies may be indicated. 


TREATMENT AND PROGNOSIS 


Administration of folic acid in doses of 15-30 
mg. daily is the treatment of choice. In all reported 
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series there has been a good response, manifested 
by rising hemoglobin levels and_ reticulocyte 
counts. After blood transfusion the reticulocyte 
response is usually delayed and often poor, as it 
was in our case.” It is known that the bone marrow 
reverts to normal on completion of the pregnancy 
and on treatment. Folic acid relieves the leukopenia 
and thrombocytopenic purpura, when these are 
features of a megaloblastic anzemia.'* It has also 
been noted that a leukemoid reaction may occur 
once treatment with folic acid has been instituted. 
Folic acid acts as a maturation factor for myeloid 
cells in the normal animal, and this may explain 
both the leukopenia seen before treatment and the 


““Jeukeemoid reaction which follows.* 


Since in the earlier case reports a high mortality 
rate was a feature, treatment should be carried 
out as soon as the diagnosis has been established.* 
There is no indication for premature termination 
of pregnancy. The prognosis for the mother, when 
treated adequately, is excellent. Earlier reports of 
increased fetal loss and premature onset of labour 
have not been borne out in recent reports. 

Vitamin B,, has been used in treatment with 
variable results.” 1*-!* Generally, the use of high 
doses has seemed more successful than small 
doses. Large doses of B,, may favour mobilization 
of available folic acid and its conversion to a more 
active form. Vitamin B,, may convert folic acid 
to folinic acid. Absorption of vitamin B,, has been 
shown to be unimpaired in normal pregnancy.’° 
Treatment with B,, has been’ more successful in 
the tropics, where apparently two types of megalo- 
blastic anzemia of pregnancy are seen. A combina- 
tion of vitamin B,, and vitamin C is also said to 
be effective. In our case the patient had been 
on large doses of vitamin C as well as on vitamin 
B,, before her admission. 

Oral iron and occasionally parenteral iron pre- 
parations may be necessary when iron deficiency 
coexists with the folic acid deficiency. Liver in- 
jections have produced variable and unreliable 
responses.* © 

Blood transfusions should not be used except 
in emergencies such as antepartum hemorrhage, 
postpartum hemorrhage or Cesarean section 
when indicated, or when labour threatens in the 
untreated patient.’” 


CONCLUSIONS 


Any case of anemia in pregnancy deserves in- 
vestigation and appropriate therapy. If the bone 
marrow is studied, a picture almost identical with 
that of true addisonian pernicious anemia may 
not infrequently be revealed. The characteristic 
feature of megaloblastic anemia of pregnancy 
which distinguishes it from true pernicious anzemia 
in pregnancy is the disappearance of the anzmia 
on termination of the pregnancy and its failure 
to recur, except in subsequent pregnancies, even 
though folic acid therapy is not continued. 
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The etiology of the condition is still not clear, 
but it has been demonstrated that folic acid 
absorption is impaired in pregnant women. This, 
together with the demonstration of increased 
demands for folic acid by the fetus, the frequent 
evidence of dietary deficiency, and the response 
to treatment, suggests that megaloblastic anzemia 
of pregnancy is a folic acid deficiency state. It 
is well to remember that this megaloblastic anzemia 
of pregnancy may accompany a more obvious 
cause of anemia such as hemorrhage, sepsis or 
toxemia of pregnancy. Since patients frequently 
recover in mild cases without therapy, dietary 
deficiency is unlikely to be the only cause. 

Treatment of megaloblastic anzemia of pregnancy 
and the puerperium is best carried out with folic 
acid (5-10 mg. three times daily) and should be 
continued into the puerperium until the blood has 
been normal for one month. Prophylactic folic 
acid may also be indicated in subsequent preg- 
nancies, at least during the third trimester. 


SUMMARY 


A case of megaloblastic anzemia of pregnancy which 
presented at term with severe thrombocytopenia, 
petechiz and massive hemorrhage from the buccal 
mucosa has been reported. This was a twin pregnancy, 
complicated by a marked dietary deficiency. The bone 
marrow studies revealed a megaloblastic hyperplasia. 
There was anzmia but the thrombocytopenia was 
probably directly responsible for the bleeding which 
required urgent and non-specific treatment. The case 
also presented many of the classic features of megalo- 
blastic anzemia of pregnancy. The patient has remained 
well since her delivery of healthy, but small, living 
infants. 


We are grateful to the referring physician, Dr. L. 
Trottier, St. Paul, Alberta, for information regarding the 
patient’s past history. 


REFERENCES 


. LOWENSTEIN, L., Pick, C. AND PHILPOTT, N. W.: Am. J. 
Obst. & Gynec., 70: 1309, 1955. 
GILES, C. AND SHUTTLEWORTH, E.: Lancet, 2: 1341, 1958. 
CALLENDER, S. T Quart, J. Med., 13: 75, 1944. 
Parz, I. M.: Obst~ é Gynec. Surg., 12: 655, 1957. 
~~ Vert’ B. et al.: J. Obst. € Gynzxe. Brit. Emp., 
od, 2 
WINTROBE, M. M.: Clinical hematology, 4th ed., Lea & 
Febiger, eee 1956. 
. SuArEz, R.: Blood, 6: ™~ 1951. 
. SCLARE, G. AND Soe 3 : J. Clin. Path., 11: 45, 1958. 
DAVIDSON, be BE. GIRDWoop, R. H. AND CLARK, J. R.: 
Brit. M. evs 1: 819, 1948. 
10. CHANARIN, MOLLIN, D. L. AND ANDERSON, B. B.: Proc. 
Roy. Sbon Med. 51: 757, 1958. 
11. GoopaLL, H. : J. Olin. Path., 10: 248, 1957. 
12. BADENOCH, J. “a al.: Brit. M. J., ra a 1955. 
13. WILKINSON, *¢ F.: Ibid., 1: 771, 1948. 


oon gimeeTD 


14. ADAMS, E. B.: Ibid., 2: 398, 1956. 
15. Hotty, R. G.: Clin. Obst. € G méec., 1: 35, 1958. 
16. BUCKLE, a E. R. je SHAW, S.: J. Obst. 'é Gynexc. Brit. 


Emp., 396, 
W. 


ats ForsHaw, J : 4 M. J., H: 222, 1958. 








CHANGE OF ADDRESS 


Subscribers should notify the Canadian Medical Associa- 
tion of their change of address two months before the date 
on which it becomes effective, in order that they may receive 
the Journal without interruption. The coupon on page 
63 is for your convenience. 





CasE REPpoRTs: 







~ 





CATARACT OPERATION IN A CENTENARIAN 247 


A CATARACT OPERATION IN A 
CENTENARIAN* 


A. J. ELLIOT, M.D., Toronto. 


THE MOST DELICATE of all decisions in surgical 
intervention in the aged has to do with elective 
operations. The patient may lose his life if he is 
operated on electively, for some fatalities are in- 
evitable in all surgery, however good the risk. 
However, the appraisement of a patient's status 
should be based on his physiological age and the 
latter cannot be measured by the calendar. A tenet 
of contemporary medicine is that no patient, regard- 
less of age, should be denied surgery when the 
intervention may prolong life or reduce pain or 
an incapacitating disability. Surgery in. the aged 
differs from that in younger persons in detail and 
degree of risk only, while the basic concepts of 
the operation are essentially unchanged. However, 
the problems of management are accentuated. 
Parsons? concludes that “There is no justification 
for refusing operation, when it is indicated to 
any patient advanced in years. An elective opera- 
tion which carries a low mortality rate is fre- 
quently indicated to forestall later emergency 
operation in which the mortality is considerably 


higher.” 


The case reported here is that of a man, born in 
Macedonia, who was in his 99th year when first 
examined in May 1957. He was essentially blind 
in both eyes, the right eye having been blinded at 
70 years of age because of an injury, and the 
vision in the left eye reduced to light perception 
because of a mature cataract. Although operation 
was considered for removal of the cataract at 
the time of the original examination, it was de- 
cided to defer sugery because of his very advanced 
age. However, the family physician, the patient's 
family and the patient wished to have the cataract 
removed and this was carried out in hospital in 
December 1957. The operation and postoperative 
period were without complication and he attained 
useful vision. At the last examination of his: eyes 
in March 1959, he was in good spirits and his 
vision maintained. He had been on several long 
motor trips and was happy and content that the 
cataract had been removed. 


J.S., aged 100, was admitted to hospital on December 
8, 1957, because of defective vision in his left eye. 
He was unable to speak English but the son stated 
that the vision in the left eye had been reduced to 
light perception for the previous year and that he had 
had no light perception in his right eye for the previous 
30 years following an injury in the right eye by a 
rock, 

The patient appeared very old and somewhat feeble 
but did not look his chronological age. He moved 
about slowly and with difficulty, mainly because of 
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*From the Department of Ophthalmology, University of 
Toronto, Toronto General Hospital, and Sunnybrook Hospital, 
Departme: at of Veterans’ Affairs. 









the lack of vision. He had a loose cough. The chest 
was clear to percussion and the breath sounds were 
bronchial in character with some expiratory rhonchi 
with coughing. The heart sounds were regular and the 
blood pressure was 140/70 mm. Hg. The eye examin- 
ation revealed no light perception in the right eye 
while true light projection was present in the left eye. 
The right lens was cataractous and partially dislocated. 
The left lens was moderately opaque and a well- 
developed cataract was present. The intraocular pres- 
sure was 17 mm. Hg in the right eye and 23 mm. Hg 
in the left eye. No details of either retina could be 
observed ophthalmoscopically. 


The cataract of the left eye was removed under 
local anzesthesia on December 7, 1957. Erythromycin, 
500 mg., and sodium sulfisoxazole, 1 g., were ad- 
ministered 6-hourly preoperatively and for 48 hours 
postoperatively in order to prevent a postoperative 
endophthalmic infection. Phenobarbital, grain 1, was 
given by mouth one hour before the operation. Anzs- 
thesia was obtained by local infiltration of 2% procaine 
in the retrobulbar space and in the region of the 
lateral canthus and eyelids. A conjunctival flap was 
prepared superiorly and three corneo-scleral sutures 
were pre-placed through a prepared corneo-scleral 
groove. The anterior chamber was entered with a 
keratome and the section extended with corneal scissors. 
A complete iridectomy was performed at 12 o'clock and 
the lens was removed with an erisophake without loss 
of vitreous. The patient withstood the procedure well 
but was somewhat noisy during the operation. The 


patient’s head was elevated moderately after the. 


operation and he was allowed out of bed the following 
morning. A small hemorrhage was noted in the an- 
terior chamber at the first dressing but this absorbed 
in a day or two. He was discharged to his home 
ten days after the operation, and the corneo-scleral 
sutures were removed on the 24th postoperative day. 
Six weeks after the operation, he was prescribed a 
spectacle lens for the left eye which provided him 
with 20/200 vision. A satisfactory refraction was dif- 
ficult owing to his inability to speak English and the 
difficulty of carrying on a subjective refractive examin- 
ation. At the last examination on March 16, 1959, the 
condition of the left eye remained satisfactory. 


Although elective cataract surgery has become 
reasonably common in individuals in the 80's, and to 
a lesser extent in the early 90’s, the successful re- 
moval of a cataract in a patient over 100 years of 
age seemed worth recording. The patient has had 
useful vision restored and has lived more than 
15 months since his operation, giving him some 


measure of happiness and easing the burden of | 


his care in his home from that of an aged person 
relatively helpless to that of an individual who 
has become relatively self-sufficient from the point 
of view of his personal care. 


The author acknowledges the assistance of Dr. Thomas 
Geleff, Toronto, the patient’s family physician who advised 
regarding his physical status before the operation. 
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Special Article 


MEDICAL OBSERVATIONS AND 
PROBLEMS IN THE 
CANADIAN ARCTIC* 


OTTO SCHAEFER, M.D.,t Edmonton, Alta. 


PART I 


THE AUTHOR served four years as a field officer of 
the Indian and Northern Health Services in the 
Far North, two years at Aklavik on the Mackenzie 


“delta and two years at Pangnirtung on Baffin 


Island. Participation in the “Eastern Arctic Patrols” 
of 1955 and 1957 provided him with additional 
opportunity to examine both clinically and radio- 
logically large numbers of Eastern Arctic Eskimos. 
More recently work in the Charles Camsell Indian 
Hospital in Edmonton and a visit to the Copper- 
mine area widened his experience with Eskimos 
of the Western and Central Arctic. 

An attempt to summarize these experiences may 
be warranted for the following reasons: 

(a) The growing importance of the Canadian 
North requires greater familiarity with health 
conditions there. 

(b) Striking differences in distribution and 
course of diseases, as well as some peculiar physio- 
logical and pathological conditions and reactions, 
have been observed in native peoples of these 
regions. This has prompted a number of scientific 
expeditions and elaborate investigations of special 

roblems, but general medical accounts and surveys 
be doctors who have worked on a year-round basis 
in the Arctic are lacking. 

(c) Rapidly changing conditions in the North 
make it urgent to collect and publish such survey 
data, which may permit an evaluation of the 
impact of factors associated with civilization on 
the health of primitive peoples. 


MEDICAL FACILITIES 


Transportation is the key factor in any new 
development and activity in the Canadian North, 
and this is often a vital question for the few resident 
medical officers serving a native population scat- 
tered over vast areas of wild, trackless country. 
Two doctors, responsible for the Western Arctic 
Eskimos and the Indians and whites of the northern 
regions of the Mackenzie district and Yukon Terri- 
tory, are resident in Aklavik; one in Chesterfield 
Inlett covers the northwest coast and hinterland 
of Hudson Bay, and one in Pangnirtung cares for 
Baffnland and Hudson Strait Eskimos. Four 
mission hospitals in these three Arctic settlements 
range from the fairly well equipped 110-bed 
Anglican hospital in Aklavik to that with less than 
20 beds (though often required to house many 





*This paper expresses the personal views of the author, which 
are not necessarily shared by the Indian and Northern Health 
ervices. : 

7Charles Camsell Indian Hospital, Edmonton. 

tRecently the Indian and Northern Health Services have 
withdrawn their medical officer from Chesterfield Inlet. A 
mining company doctor in Rankin Inlet now cares for part 
of this district’s population. 
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more patients), lacking running water and central 
heating, in Pangnirtung, also operated by the 
Anglican Church. The two Roman Catholic hos- 
pitals in Aklavik and Chesterfield Inlet occupy 
a position, so far as size and equipment are con- 
cerned, intermediate between the two Anglican 
hospitals. The Indian and Northern Health Services 
have recently increased the number of nursing 
stations in the Arctic to ten. Besides these nurses, 
missionaries, R.C.M.P. and Hudson’s Bay Co. 
personnel help most efficiently in emergencies as 
well as in carrying out public health programs and 
assisting in surveys. 

At first I felt very frustrated on hearing emerg- 
ency calls over the radio and often being unable 
to see the patients personally, for example during 
“break-up” and “freeze-up” periods, but soon 
learned to improvise according to conditions. Thus, 
we twice “fixed” fractured legs with the help of 
a practical R.C.M.P. sergeant and constable, in- 
structed by radio transmitter. A memorable instance 
of medical teamwork took place in a small trading 
post on the Hudson Strait early in winter 1956-57, 
when a missionary, a Hudson’s Bay Co. manager, 
a wise old Eskimo woman and a doctor, 500 miles 
distant at Pangnirtung, co-operated and removed 
manually the retained placenta from an almost 
fatally bleeding woman. 

In the Western Arctic, we mostly used a small 
“Cessna”, the only local charter plane available 
during those years. Within three years the bush 
pilot lost or had badly damaged two aircraft, 
which were being used by us for medical emer- 
gencies, by landing on rough sea-ice. Needless to 
say, one had to adjust oneself to delays of days 
or even weeks due to bad weather, engine trouble 
or other hazards while travelling by aircraft, boat 
or dog-team. However, after my two-year term 
at Pangnirtung and approximately 3000 miles of 
dog-team travel over the rough sea-ice and tide-ice 
of the Baffin Island coasts and across wild mountain 
passes to the Davis Strait, even the old Aklavik 
of 1953 and 1954 seemed in contrast like a modern 
metropolis. 

Three examples may suffice to illustrate some 
of the difficult circumstances still prevailing in 
wide parts of the Eastern Arctic: 

1. A man over 50, with a fractured neck of 
the femur, was brought to Pangnirtung in De- 
cember 1955. The accident had happened whilst 
fishing in mountain lakes. Late freeze-up with 
much open sea-water and very little snow in the 
hills forced the party to travel a wide detour over 
indescribably rough, rocky terrain with the patient 
lashed for six days and nights to the sled in 20° F. 
below zero weather. When I saw his badly dis- 
placed fragments, I wondered how he had survived 
his agonizing journey. 

2. In March 1956, a dog-team came racing into 
Pangnirtung from a camp 60 miles distant where a 
woman had suffered a severe hemorrhage associated 
with an incomplete abortion. The patient had 
become unconscious and had been regarded as 
unfit for dog-sled transportation. I rapidly collected 
blood-grouping sera, transfusion bottles and gynz- 
cological instruments and, with our own dog-team, 
raced to that camp. There, I grouped and cross- 
matched a number of Eskimos, transfused 1000 c.c. 
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of blood into the unconscious patient and, after 
overcoming the shock, proceeded to evacuate the 
uterus. All these procedures took place in a small, 
crowded sealskin winter tent, where the low 
ceiling kept my back bent all the time and the . 
only sources of light were a dim seal-oil lamp 
and my flashlight. Next day we wrapped our patient 
in my sleeping bag and several caribou skins, and 
then transported her to Pangnirtung in order to 
receive more blood and antibiotics. 

3. In June 1956, a family arrived in Pangnirtung 
with an 18-month infant in extremis from menin- 
gitis after having travelled for a week from Hoare 
Bay across the snowfields, glaciers and, at that 
time of the year, the barren tundra and rocky 
gorges of Cumberland Peninsula and over the 
breaking ice of Kingnait fjord, where they had 
—_ one anxious day and night on a drifting 
icefloe. 


INFECTIOUS DISEASES 
(a) The Fight Against Tuberculosis 


Despite such and many other tremendous diffi- 
culties, which until quite recently were augmented 
in most regions by the animosity of the natives 
to all medical examinations, and in particular 
roentgenograms, outstanding success has rewarded 
the Indian and Northern Health Services for their 
often strenuous and hazardous work. Dwindling 
tribes and bands, whose mortality from tuberculosis 
alone exceeded, for years, the birth rate in many 
places, have now, almost everywhere in the Far 
North, madé a remarkable recovery and are thriv- 
ing again. , 

It is appropriate to acknowledge here the funda- 
mental work done by the mission hospitals, for 
it was possible only with their help to isolate and 
treat active tuberculosis on a large scale at a time 
when the government had neither beds nor trans- 
portation available for all needs. We must also not 
forget, that, until a few years ago, discovery of 
advanced tuberculosis in Northern natives meant, 
in most cases, parting from their lands and peoples 
forever to wither away in a strange environment 
and with a disagreeable type of food. No wonder 
they fled over the hills in some places when our 
x-ray equipment was landed. The situation has 
improved greatly almost everywhere, but many 
old Indians and Eskimos are still more afraid 
of evacuation to the white man’s land than of 
death, while they cheerfully accept hospitalization 
in their own country, where they can talk their 
own tongue, eat frozen fish, caribou and seal-meat 
and have visitors. Younger patients are much more 
eager to be evacuated, but their rehabilitation is’ 
usually much more difficult after returning from 
the South than after comparable periods in local 
mission hospitals. 

There is, in my opinion, also in the future a 
definite place for mission and other small hospitals 
in the North, for treatment of all uncomplicated 
cases and in particular for old people, who do much 
better in their own environment. Patients requiring 
special investigations or special surgery should, 
however, be evacuated to better staffed and 
equipped southern centres. 

The success of our antituberculosis campaign 
has been fast and dramatic in the Western Arctic 
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Fig. 1.—‘‘Luta-kulu” eating a special treat: a cut of 
frozen caribou-ham. (Luta means doctor; kulu was the 
special suffix given to me by the Pangnirtung-Eskimos). 


and Subarctic regions, where relatively good trans- 
port facilities for more than a decade have enabled 
us to survey almost the entire population once or 
twice yearly and to arrange speedy hospital admis- 
sion for newly discovered active cases. The situation 
is much less satisfactory in the Eastern Arctic. How 
much remains to be done is illustrated by the fact 
that in 1955 and 1957, when I participated in the 
survey work, 5-10% of all Eskimos reached by 
the Eastern Arctic patrol] had to be evacuated for 
active tuberculosis! The figures in 1956 appeared 
to be less alarming, but 1957 showed that our 
hopes of having also turned the tide in the Eastern 
Arctic were somewhat premature. A multitude of 
factors, however, may have contributed to this 
“relapse”, such as: 

(a) Large-scale uprooting of many Eskimo bands 
from their normal hunting life with its sufficient 
meat and fat diet, to become well-paid but poorly 
nourished “hang-around” workers at DEW-line and 
other development sites. 

(b) The severe 1956-57 winter with associated 
poor hunting conditions. 

(c) A series of viral epidemics due to more 
frequent contacts from “outside” and the conse- 
quent lowering of resistance. 

How devastating the effect of a vicious circle 
of complex socio-economic and epidemiological 
factors may become in isolated groups of primitive 
peoples, too suddenly exposed to the full impact 
of our civilization, was demonstrated very recently 
by the fate of K., a small camp with about 40 
Eskimos on the Davis Strait. This group, livin 
very far fromthe next trading post and blesse 
with a nearby walrus breeding ground, had sub- 
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sisted almost entirely on native food until three 
years ago and enjoyed better health than most 
Eskimos living nearer to trading posts. Then a 
DEW-line site was constructed on the promontory 
above their permanent camp. The noise of dynamite 
blasting, planes and helicopters drove the walrus 
herd from their nearby breeding ground. The 
Eskimos could not move out, for all good hunting 
areas in our district were overpopulated. At first 
they enjoyed all the interesting new changes. 
Several of their best hunters worked for the whites 
and spent their money freely on cigarettes, radios 
and record players. They changed rather suddenly 
from an almost pure meat (partly eaten raw) diet 


__ to a predominantly carbohydrate diet. Their dogs 
starved the next winter for want of walrus meat. 


No travelling inland in search of caribou or hunting 
on the sea-ice for seals was possible with the few 
weak dogs left. Just that winter the build-up of 
the DEW-line site was nearing completion; all 
Eskimos in the camp were laid off and, in a belated 
attempt to save their dignity, all handouts were 
stopped at a time when they were really needed. 
An unbroken series of virus epidemics spread along 
the DEW-line early in 1957, and hit our camp K. 
particularly hard, consuming the last resistance in 
a population living in precarious balance with the 
ubiquitous tuberculosis. We evacuated on clinical 
grounds alone, in the spring of 1957; five patients 
from this camp, and the first roentgen survey in 
the summer of 1957 took another nine suspected 
cases of active tuberculosis south for hospitalization. 
Measles, after the shipping season in the fall of 
1957, killed several more. By late 1957, almost half 
of the people living in the spring of 1957 in camp 
K. were dead or evacuated south. 

Such experiences help us to understand the 
histories of many Indian tribes, during the last 
few centuries in the south and during the last 
few decades in more remote areas like the North 
West Territories. When visiting some Indian settle- 
ments in the Northern part of the Mackenzie 
district, I noticed how remarkably few middle-aged 
persons were to be seen. The stereotyped answer 
to my enquiries was that “some 20-40 years ago, 
many people used to spit blood, and most babies 
and small children in those times died, many of 
them becoming stiff before death”. 


We may omit here the discussion of the question 
of pre-Columbian tuberculosis in the Americas and 
the disputed evidence for skeletal tuberculosis 
found in Incan graves. There is little doubt that 
tuberculosis became a problem for the North 
American Indians and Eskimos only after contact 
with white traders, trappers and whalers, i.e. only 
in the second half of the last century for the Cana- 
dian Arctic and Subarctic. 


The deadly role of measles and other virus epi- 
demics in decimation of the North American native 
is well known. Their impact was felt later—but 
often no less disastrously—in the Canadian Arctic, 
where in particular the Sadlermiut (original inhab- 
itants of Southampton Island) and the Nunamiut 
(original inhabitants of the Mackenzie delta) 
were practically annihilated around the turn of 
the century by measles and consumption. Recent 
epidemics in different areas of the Canadian Arctic 
have shown a much lower mortality rate, with an 
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inverse relationship to accessibility, i.e. markedly 
higher figures in more remote places. Two factors 
seem to play a role in this development: (a) more 
extensive and earlier treatment of complications 
in accessible areas; (b) increasing immunological 
resistance in the more exposed populations at traffic 
centres. However, the emergence of natural resist- 
ance seems to depend greatly on adequate nutrition 
and a gradually increasing rate of exposure. Both 
these conditions were obviously not met in our 
example of camp K. on Davis Strait, but were 
fairly satisfactory in Aklavik and Ft. McPherson 
in the Mackenzie delta during the last couple of 
decades. Natural resistance has therefore become 
quite strong against virus diseases in the last- 
mentioned places. The same development is going 
on against tuberculosis, although much more 
slowly, as might be expected in such a chronic 
and insidious disease. 


But the Eskimos and most of the Northern 
Woodland Indians still have a long way to go in 
order to acquire immunological resistance compar- 
able to ours, which has been gradually developed 
over a period of centuries in more or less urbanized 
environments. I have observed several cases of 
rapidly developing caseous pneumonia immediately 
following non-specific pneumonia. There were, on 
the other hand, a number of older persons seen 
with extensive fibrosis and secondary bronchiect- 
asis, who generally felt well, had no signs of tuber- 
culous activity and were negative for acid-fast 
bacilli on routine sputum examinations. After 
“influenza” epidemics, these older people were often 
found to have a severe, productive cough. On 
requent sputum examinations only a few tubercle 
bacilli were found. Immediate hospital admission 
was often impossible; when they were finally 
admitted to hospital after weeks or months, clinical 
and bacteriological examination was usually nega- 
tive and roentgenologically a regression of their 
“nonspecific-specific” peribronchiectatic infiltrations 
was seen. These old people apparently live in a 
precarious balance with their tuberculosis, keeping 
it under control for years or even decades if living 
conditions are favourable, but never having 
sufficient immunological strength to heal the 
smouldering disease completely. 


These older people are at present our main 
problem and obstacle in the fight for effective 
tuberculosis control in the North. So many of them 
show fibrosis and secondary bronchiectatic changes 
on their survey films that it is not possible to 
evacuate them all for more complete investigations 
involving planigraphy, bronchoscopy, etc. Quite 
apart from that, most of them would never agree 
to leave their country for the bewildering “white 
man’s world” while not feeling il] at all. But they 
constitute a major potential source of new spread 
of tuberculosis which must be: reckoned with for 
many years to come. We must, therefore, try to 
safeguard the younger people, particularly the 
children, ‘by other methods, Routine BCG vaccina- 
tion has been introduced by the Indian Health 
Services on many Indian reservations in Southern 
Canada. The general impression gatheréd regard- 
ing its value appears very favourable, although 
admittedly some other important factors of our 
stepped-up antituberculosis campaign came into 
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effect at about the same time and make scientific 
evaluation impossible. In the Arctic and particu- 
larly in the Eastern Arctic, transportation difficulties 
have precluded any large-scale vaccination in the 
past. We vaccinated all infants seen during the 
Eastern Arctic. Patrol in 1955, with BCG, and a 
few nursing stations with regular plane service 
have made a good start recently. _ 

Systematic tuberculin testing of almost 300 
school children in Aklavik (1953-54) showed more 
than 90% positive reactors by the age of 8 years 
in native children. Both mission schools showed 
higher percentages of positive reactors at cor- 
responding ages than did the government day 
school. This was believed to be due to the fact 
that usually children of hospitalized or deceased 
tuberculous patients were sent to the nission 
residential schools, which also sheltered many 
children from the coast and from farther up the 
Mackenzie River. Indeed, I did not find a single 
tuberculin-negative child from Ft. Good Hope, 
Arctic Red River and Tuktoyaktuk, in the resi- 
dential schools in Aklavik. In Pangnirtung in the 
Eastern Arctic, approximately 50 children of school 
and preschool age were tested in 1955-56 and all 
were found by age five and above to be positive 
reactors, which parallels fairly well other indica- 
tions of the still much greater exposure hazard in 
the Eastern Arctic. 


(b) Prevailing Forms of Tuberculosis 


Regarding the distribution of different manifesta- 
tions of tuberculosis, it appears remarkable that 
generalized tuberculosis in the acute forms 
(miliary and meningitic) as well as in the late, 
localized consequences of hzmatogenous spread 
(e.g. urogenital and skeletal) frequently occurs. 
Infection in early childhood and/or relatively low 
resistance may be the explanation for this. While 
the majority of these patients died before treat- 
ment became available, I have seen at least four 
cases of spontaneously healed spinal (Pott’s), two 
hip-joint and one knee-joint tuberculosis, all healed 
with minor functional defects without any treat- 
ment and clinically inactive. I found an Eskimo 
woman in Pangnirtung, Baffin Island, who had 
had miliary calcifications on her lung films since 
1948. I am inclined to interpret this as spon- 
taneously healed miliary tuberculosis in view of 
her environmental, family and personal history, 
all bearing plenty of evidence for other forms of 
tuberculosis. I am, however, aware of the now pre- 
vailing concept in America, that spontaneously heal- 
ing miliary pulmonary tuberculosis does not exist 
and that all such miliary calcifications are due to 
healed benign forms of histoplasmosis. No histo- 
plasmosis has yet been described in northern 
regions of Canada. Clarification of this question is 
not only of scientific interest but may be also of 
some practical importance. I have therefore sug- 
gested histoplasmosis skin testing in Pangnirtung 
as well as other areas in the North. 

As is typical with tuberculous infections during 
childhood, a high incidence of cervical tuberculous 
adenitis was observed. Many children and adults 
with tuberculous neck scarring and/or discharging 
sinuses later developed active pulmonary, uro- 
genital or skeletal tuberculosis, which is not the 
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Fig. 2.— Doing immunization work in a sealskin tent. 
See the “‘invasion”’ of our civilization into the stone-age tent: 
the clock standing on the tobacco can_ behind the burning 
seal-oil lamp. (The Cumberland Sound is the last region 
where the art of making sealskin tents is known. The most 
difficult part of it is the “splitting’’ of the skins for the 
translucent front part of the tent.) 


usual experience with such “hyperergic” forms of 
tuberculosis in the South. No cases of lupus vulgaris 
or Boeck’s sarcoid were seen. 


Phlyctenular kerato-conjunctivitis is frequently 
seen in Eskimo and Indian children, and: accord- 
ingly a high percentage of adults show residual 
corneal opacities. Lack of vitamin A, trauma by 
wind and glare, and viral and bacillary eye infec- 
tions have been blamed in turn for the prevalence 
of conjunctiva and corneal eye lesions in the North, 
and most younger doctors and nurses, when first 
encountering this condition, accept such explana- 
tions and seem unaware of the close relationship 
of tuberculosis and phlyctenular eye disease. I 
have seen active phlyctenular kerato-conjunctivitis 
in Eskimo and Indians occurring only in the 
neighbourhood of cases with bacillary (open) 
pulmonary tuberculosis. The condition occurs only 
in highly sensitized (hyperergic) children or 
young adults, who oftep show neck scarring with 
active or healed tuberculous adenitis. Very strong 
tuberculin reactions to fractions of normal doses 
are the rule. An allergic reaction of the conjunctiva 
to antigens derived from tubercle bacilli and con- 
tained in dust or otherwise reaching the eye seems 
the likely pathological basis for phlyctenular 
kerato-conjunctivitis in Indians and Eskimos. The 
knowledge of these relations is of great practical 
importance. If they are treated symptomatically 
for “spring-glare conjunctivitis” or “infected eyes” 
only, severe corneal opacities may develop, result- 
ing sometimes in almost complete blindness. Many 
examples of this can be seen in the North and on 
Indian reservations, some of them happening even 
in recent years. The second point, deserving more 
emphasis, is that any fresh case of phlyctenular eye 
disease amongst Indian and Eskimos must be a 
signal for an all-out search for a source of tubercle 
bacilli in the environment. Great care must be 


taken that the child with the eye lesion does not | 


suffer any further exposure to tuberculous antigens. 


A few examples from the Mackenzie district and 
from the Eastern Arctic will show the consistent 
relationship between the incidence of active 
phlyctenular eye disease and open pulmonary 
tuberculosis in’ native communities lacking any 
other common factors like prevalence of storms, 
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glare or nutritional deficiencies. During the years 
1953 and 1954 we found new cases of phlyctenular 
eye disease only in Ft. Good Hope, Ft. Franklin 
and Tuktoyaktuk. These settlements, two Indian 
and one Eskimo, had quite different ways of 
life, different climate, landscape and nutrition, but 
they had in common that most of our newly dis- 
covered cases of advanced tuberculosis came from 
there. It was similar in the Eastern Arctic, and I 
remember vividly the contrast seen in the last 
three settlements examined during the Eastern 
Arctic Patrol 1957: in Frobisher Bay and Lake 
Harbour, where around 8% of the chest films were 
considered suspicious of active tuberculosis, active 


_phlyctenular eye disease was seen, but there was 


none in Wakeham Bay, where all chest films were 
found negative. Indeed, every single new case of 
active phlyctenular kerato-conjunctivitis which I 
saw in 1955-57 led us to the discovery of open pul- 
monary tuberculosis in the family or neighbourhood 
soon thereafter. Leer’ has recently reported similar 
findings from Alaska. 


The bovine type of tuberculosis naturally does 
not exist in the Far North, but this only partly 
explains the fact that abdominal tuberculosis, like 
ileo-czecal and mesenteric tuberculosis or general- 
ized tuberculous peritonitis, is rarely if ever seen 
in the Arctic. Considering the many advanced 
pulmonary cases with strongly positive gastric 
washings, I expected secondary abdominal cases 
but did not find a single one. Tuberculous endo- 
metritis, salpingitis and localized pelvic peritonitis 
have been seen in several instances in the Eastern 
and Western Arctic, and may well be more fre- 
quent than they are actually diagnosed. 


Though tuberculosis still dominates medical 
activity in the North, other diseases are receiving 
increasing attention. Meningitis due to H. influenzz 
can pose great difficulties in the differential diag- 
nosis from tuberculous meningitis. I have diagnosed 
and treated eight cases of tuberculous meningitis, 
six cases of H. influenzz meningitis and one of D. 
pneumoniz meningitis whilst in the Arctic. This 
peculiar susceptibility to H. influenzz infection may 
be explained by the poor nutrition and low resist- 
ance of some children around the trading posts and 
the nowadays frequent epidemics of upper respi- 
ratory infection there, with secondary invasion by 
H. influenzz. The slow onset of clinical symptoms 
and a similar cell count in the beginning can make 
differentiation very difficult. 


(c) Parasites 


We have learned through the work of Miller? 
and Meltzer et al.* that echinococcosis (hydatid 
disease) is frequently encountered in Indians and 
Eskimos of Northwestern Canada, and this has to 
be considered in the differential diagnosis of pul- 
monary tuberculosis. Indeed, a major portion of the 
Eskimos and Indians tested in the Mackenzie and 
Keewatin districts were found to react positively to 
the Casoni test. This is not surprising if one con- 
siders that sled dogs are often fed the raw entrails 
of moose and caribou, which often contain the 
hydatid cysts. The natives, particularly their chil- 
dren, live intimately with eos sled dogs, which 
may harbour mature worms and pass echinococcus 
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eggs. On the Arctic islands the multiloculated form 

of echinococcosis is prevalent, which has its natural 
reservoir in the fox-vole cycle.* Skin-testing for 
trichinosis was reported to be positive in 40% of 
Eskimos tested in Alaska’ and in the Canadian 
Central Arctic.6 In 1948-49, Kuitunen-Ekbaum’ 
found that in Southampton Island and the Hudson 
Strait area more than half of the polar bears 
examined and a few sled dogs, but none of the 
sea-mammals, were infested with trichinosis. In 
later reports, however, Kuitunen® and others. have 
also incriminated walrus. Outbreaks of trichinosis- 
like epidemics after consumption of polar bear or 
walrus meat have been reported in several in- 
stances from the Hudson Strait, and once from the 
Davis Strait area in recent years. 

During routine examinations of school children 
in Aklavik an almost complete absence of Ascaris 
lumbricoides was noticed, while oxyuriasis was 
found to be prevalent. I was impressed by a 
peculiar regional and racial distribution of fish 
tapeworm infestation. At the R.C. residential school, 
where I first made this observation, the children 
come from either Indian settlements along the 
banks of the Mackenzie or from Eskimo camps in 
the northern part of the Mackenzie delta or from 
the Arctic coast. Most of the Indian schoolchildren 
and hospital patients showed evidence of fish tape- 
worm infestation, while Eskimos were rarely found 
to harbour them. Indians smoke and dry great 
quantities of fish in summertime and like to eat it 
that way, while Eskimos eat fish frozen or boiled, 
but never smoked. We know that deep freezing 
kills other larval states of worm parasites like 
trichinz and similar cysts. Smoking and drying, on 
the other hand, does not. 

Skin parasites, such as head and body lice and 
scabies, are naturally prevalent and their treat- 
ment under camp conditions is a great problem. 
Impetigo due to secondary scratch infections is 
common. Other skin diseases, such as psoriasis and 
eczema, were never seen in Eskimos, while atopic 
dermatitis is not infrequently met with in Indians. 


(d) Bacterial and Viral Epidemics 


Many of the main scourges of mankind, like 
malaria, leprosy or rickettsial diseases, are not 
found in the Arctic. I discovered, however, three 
cases of typhoid fever in Pangnirtung, in one of 
which transportation facilities allowed serological 
confirmation. The sources of infection of these 
sporadic cases were likely carriers, still present 
from a large proved typhoid fever epidemic, which 
killed more than 10% of the Cumberland Sound 
population in one year in 1941-42, Smaller out- 
breaks of typhoid fever have been reported from 
the Alaskan and Canadian Arctic. 

During the Eastern Arctic Patrol 1955, we found 
clinical evidence that 20-30 years ago a _ polio- 
myelitis epidemic hit camps on the north coast of 
Quebec, in particular around Sugluk. The polio 
epidemic ravaging the west coast of Hudson Bay 
around Chesterfield Inlet 10 years ago is well 
remembered, and was fully investigated by our 
Services. : 

Measles, German measles and a series of adeno- 
viral and Coxsackie infections have swept in recent 
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years through wide areas of the Arctic with a high 
incidence of complications. I was particularly im- 
pressed by an unusually high incidence of orchitis 
in adults, 7-10 days after the initial phase of the 
infection. During an epidemic of pleurodynia in 
the fall of 1956, about half of the diseased adult 
males in the Pangnirtung district developed orchitis, 
mostly unilateral. In spring 1957, an adeno-viral 
epidemic with many bronchopneumonic complica- 
tions occurred, and again orchitis appeared in 
roughly one-third of the adult males involved. 
Orchitis has been described as a complication of 
pleurodynia, although the incidence was usually 
much lower than in our epidemic, but has not 
yet been described as a complication of epidemics 
caused by adeno-viruses. The spring epidemic of 
1957, spreading through most of Baffin Island, was, 
however, clearly identified as caused by adeno- 
viruses by (1) a blood sample I had occasion to 
send to Ottawa from a man just recovered of 
pharyngeal fever and orchitis, showing a 1:64 titre 
against APC-virus; (2) by high levels of antibodies 
to adeno-viruses found in blood samples collected 
in summer 1957 in Baffin Island by Hildes® with 
a significantly higher incidence in communities 
most severely stricken by the epidemic in spring 
1957. 


Part II, dealing with nutrition, diseases of civil- 
ization, malignancies, and congenital and traumatic 
diseases, will be published in the issue of September 
1. The references for Parts I and II will be printed 
at the end of Part II. 





POVERTY, PICA AND POISONING 


Of 333 children living in an old, congested, low-income 
area of Baltimore Md. investigation by Bradley and 
Bessman (Pub. Health Rep., 73: 467, 1958) showed that 
44.4% had abnormal blood lead values of 0.05 mg. % and 
higher. Apparently the source of lead was paint chewed 
from surfaces or swallowed after flaking off. 


Pica as a factor was indicated by the following evidence. 
A history of pica was found in 69.6% of the children. 
Infants under 10 months of age did not show abnormal 
blood lead values. These were found in increasing incidence, 
however, in the group from 10 months of age to the end of 
the third year. This corresponds to the period when the 
child is confined to the home, has greater need for oral 
gratification, and has fewer other interests. Data from 
current studies of blood lead values in children of different 
socio-economic strata suggest that the mean values are 
higher in the lower group than in the middle and upper 
groups. 

That this disease is essentially environmental is indicated 
by certain contributing factors. In this area the lead-contain- 
ing paint used on the homes many years ago is now flaking 
from the surfaces. There appears to be widespread ignorance 
or disregard of the danger from ingestion of these particles. 
Many parents still regard pica as a harmless habit. Poor 
home conditions, together with indifference of parents, 
provide opportunity for ingestion of toxic material. 

This study emphasizes the need for physicians to be 
constantly alert. to the symptoms of lead poisoning in 
children. It also draws attention to the advisability of 
preventive measures through co-operative efforts of phy- 
sicians, nurses and social workers of municipal health and 
welfare departments. 
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A RoyaL WELCOME 


During the week of July 20-24, while Canada 
was giving a warm welcome to visiting royalty, 
the Scots were giving an equally royal welcome 
to their Canadian medical guests. At least a 
thousand members of the Canadian Medical 
Association came to this joint meeting with their 
British colleagues, and such was their energy in 
moving around the ancient city that at times it 
looked as if there were more Canadian than British 
physicians present. 

The maroon badge of the Canadians acted like 
a charm everywhere and must by now be as well 
known a symbol of Canada in Scotland as the 
traditional maple leaf. The weather entered into 
a conspiracy with the local inhabitants and the 
host medical association to give the visitors the 
time of their lives, for no rain fell throughout the 
meeting and the temperatures remained ideal. 


Nobody who.was present will *ever forget this 
memorable week, a week packed with incident 
and enjoyment. There were perhaps four out of a 
host of events that deserve a special mention. The 
first was the grand finale to a busy opening day, 
when the British Medical Association held their 
so-called Adjourned Annual] General Meeting in 
the Usher Hall, and Lord Adrian, Master of 
Trinity College, Cambridge, painted in sweeping 
strokes on a canvas of alternating peace and war 
a picture of the rise of modern psychiatry. His 
vivid description was followed by a character- 
istically romantic speech by Dr. Wilder Penfield, 
who had come across the Atlantic mainly to pro- 
pose a vote of thanks to his British colleagues. 

The second event, and perhaps the most un- 
usual and dramatic, was the Annual Dinner on 
Tuesday night at which 2000 guests were fed (and 
wined ) with Scottish generosity by an army of wait- 
resses moving into action with military precision 
between the columns of the old Waverley Market, 
transformed for the night into a banqueting hall 
such as no Canadian city has yet seen. 
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The third event was of a totally different nature 
—an academic occasion such as the old University 
of Edinburgh understands so well. Here three 
Canadians (Dr. Charles Best, Dr. Renaud Lemieux 
and Dr. Wilder Penfield), two Englishmen (Lord 
Adrian and Sir Arthur Thomson) and one native 
Scot (Dr. Angus Macrae, the retired Secretary of 
the British Medical Association) became honorarv 
Doctors of Laws, a rare and highly prized honour. 

Lastly, there came the Holyrood garden party. 
The Duke of Hamilton, Hereditary Keeper of the 
Queen’s palace of Holyroodhouse, which stands at 
the foot of a mountain within the city limits, re- 


_.ceived the guests in the lovely gardens behind the 


palace, and conveyed to them a message from the 
Queen, expressing her pleasure at their presence in 
her Scottish home and wishing them a successful 
meeting. 


It’s a poor heart that never rejoices, and if any- 
one failed to enjoy the riot of hospitality provided, 
and to give thanks for the human endeavours of our 
British.colleagues who made it possible, he should 
surely seek psychiatric assistance for his mis- 
anthropy. It was not only a pleasure but also a 
great privilege to participate in such a manifesta- 
tion of the human spirit at its best. 

And lest we forget that this was a great scientific 
occasion, as well as a great social one, it is good 
to recall the words of that most polished of orators, 
Sir Arthur Thomson of Birmingham, who re- 
minded his hearers at the University dinner to 
her new graduates that the British Medical Associa- 
tion was founded as an educational organization 
at a time when universities were few and Royal 
Colleges intellectually impoverished, and that this 
great organization is still responsible for the in- 
terpretation of medical knowledge to its members. 
The calibre of the papers read at the various 
scientific meetings left us in no doubt that both 
the British and the Canadian Medical Associations 
are stil! well aware of this role, however much the 
force of circumstances may have compelled them 
to take notice of other aspects of medical practice. 


It remains then to say a final word of thanks to 
the British Medical Association, and to look 
forward to the day when we shall be granted 
another opportunity of sitting down together in 
an oasis of good fellowship in a troubled world. 





Editorial Comments 
THE Mass REFLEXES 


Studies carried out in many centres during and 
after World Wars I and II have defined many of 
the problems facing the paraplegic, and in many 
cases surprisingly effective treatments have been 
evolved. The aims of treatment are ambulation 
and economic independence. This can be achieved 
in the great majority of patients with injuries below 
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the cervical cord, provided that certain complica- 
tions can be avoided or overcome. 

These complications are usually discussed under 
separate headings — nutritional insufficiency, bed 
sores, bladder disturbances, pain, muscle spasms — 
and it is important to recognize their interrelation; 
for example, bed sores and urinary infections are 
common causes of nutritional deficiency and are 
precipitants of muscular spasms. 

Muscle spasms are perhaps the most troublesome 
problem with which these patients are afflicted. 
The spasms interfere with rehabilitation, are often 
painful and if not painful are distressing. They lead 
to contractures, fixed deformities and bed sores. 
They are not confined to cases of traumatic para- 
plegia and quadriplegia, are seen in cases of multi- 
ple sclerosis and subacute combined degeneration 
of the cord, and have been reported in most diseases 
of the spinal cord. 

The mechanisms which underlie them are not 
understood. They occur either as extensor or flexor 
spasms, sometimes mixed. The responsible lesion 
may lie anywhere between the uppermost cervical 
and the sacral segments. The occurrence of perma- 
nent flexor or permanent extensor spasms does not 
depend only upon whether the cord is wholly 
transected or not. In partial lesions, as for example 
in disseminated sclerosis, flexion deformities are 
commoner and in complete lesions extensor spasms 
have been reported to be commoner than flexion 
ones. 

The term “mass reflexes”, as originally appkied 
by Head! to these phenomena, was used to indicate 
a view of their origin derived from his ideas upon 
the organization of the nervous system in terms 
of “epicritic” and “protopathic” processes. These 
ideas are no longer thought to account for the 
facts, and present opinion inclines to the view 
that the level and balance of reflex activity in the 
isolated or partially isolated cord depend upon 
multiple factors, not all of which are concerned 
with the details of the local lesion. 

Treatment of these spasms is therefore a com- 
plicated enterprise. Many factors besides the nature 
and situation of the lesion responsible must be 
considered, for example, the prognosis in the 
particular case, the amount of voluntary power and 
of sensation remaining, and the amount of sphinc- 
teric disturbance, as well as the general condition 
of the patient and of his skin. 

The aims of treatment are the abolition of the 
spasms and the preservation of such function as 
remains below the lesion, particularly of control 
of the sphincters. The methods available range from 
relatively simple to major neurosurgical procedures. 
The simplest procedures such as the application 
of heat and the use of sedatives are seldom of 
value in cases where the spasms impose a serious 
disability. Perhaps the most useful method, when 
it is applicable, is selective denervation and ten- 
otomy carried out after careful study of the onset 
and spread of the spasms. More elaborate 
procedures are bilateral anterior dorso-lumbar 
rhizotomy? and anterior rootlet rhizotomy.* Both 
these procedures involve laminectomy, wasting of 
muscle and loss of voluntary power and, in con- 
sequence, increased liability to bed sores and 
contractures. Destruction of the isolated segment 
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of cord by the intrathecal injection of alcohol will 
abolish reflex activity at the expense of loss of 
power, of sensibility and of control of the bladder. 
In those patients in whom these conditions exist 
and in whom no improvement is expected, this 
is an effective means of abolishing spasms. 

None of these procedures is entirely satisfactory 
and recently another method has been proposed.‘ 
This consists of the repeated injection of peripheral 
nerve with procaine. Munro and Spatz report three 
cases, one in detail. In two of them the procaine 
injections were combined with rhizotomy. The 
effect of the injection far outlasts the expected 
duration of action of the procaine. In the case 
reported in detail, the patient’s employability was 
twice restored after courses of these injections. 
Further reports of this technique will be needed 
before its value and place in the management of 
the paraplegic can be properly assessed. In the 
meanwhile it affords yet another example of the 
use of procaine to perplex the physiologist. 

R. A. CHAMBERS 
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SPORADIC GOITRE 


McGirr, Hutchison and Clement (Scottish M. J., 
4: 107, 1959) report five cases of sporadic “simple” 
goitre in which they were able to demonstrate a 
deficiency of an enzyme in the thyroid gland. 
Radioactive iodine studies showed a remarkable 
avidity of these thyroid glands for I’**. When the 
intravenous tests of I**! uptake were followed by 
administration of 2 grams of potassium thiocyanate 
or potassium perchlorate, there was an almost im- 
mediate fall in the radioactivity of the gland from 
some 40-50% down to 14% in one case, and from 
47% to 21% in another. The fact that two of the 
patients were sisters and two were siblings, while 
the fifth had had his goitre almost since birth, is in 
keeping with the suggestion of an inborn defect 
in the synthesis of thyroid hormone rather than a 
primary iodine deficiency. In fact, the studies of 
iodine uptake show that the thyroid glands of these 
patients behaved very much like glands treated 
with thiouracil, and that although they could trap 
iodide they were unable to incorporate it into a 
protein complex. The authors believe this to be 
due to an intrinsic deficiency in the peroxidase 
enzyme system. In two thyroid glands removed 
from patients by operation, it was possible to 
demonstrate the presence of iodotyrosines and 
iodothyronines which, according to the authors, 
confirms the partial nature of the enzyme defect. 

Buchanan and Crooks of Glasgow report in the 
same issue (Scottish M. J., 4: 115, 1959) two cases 
of goitrous cretinism. The first was in a 30-year-old 
woman who had one sister with a goitre and 
probable hypothyroidism. The patient had had the 
goitre since early childhood and was known to be 
mentally retarded. Her thyroid gland accumulated 
I'** quickly and discharged it rapidly, and further 
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rapid discharge was produced by administration 
of 200 mg. of potassium perchlorate. The second 
patient was a woman of 51, who was known to 
have had a goitre since the age of 5 and had been 
given thyroid extract throughout her life. She 
rapidly developed symptoms of myxcedema when 
she discontinued the thyroid tablets some six 
months before examination by the authors. Her 
I**! uptake was also very rapid (75% of the tracer 
dose four hours after administration ) and there was 
no plasma protein-bound radioactivity at 48 hours. 
Urinary excretion occurred in the period of 8-24 
hours after administration of the test dose, but 
after a further tracer dose of I'*! the oral ingestion 
of 200 mg. of potassium perchlorate failed to dis- 
charge the thyroid gland’s radioactivity. This pa- 
tient’s thyroid decreased rapidly in size after daily 
administration of t-thyroxine sodium, 0.2 mg. 
daily, and she was euthyroid by all criteria six 
months later. In the first case the mechanism for 
converting trapped iodide to elemental iodine was 
deficient, but in the other patient the enzyme 
defect is believed to lie at some other stage of 
synthesis of the thyroid hormone, the precise nature 
of which is yet unknown. 


In the same issue, an editorial on the etiology 
of simple non-toxic goitre reviews the whole prob- 
lem of iodine deficiency versus intrinsic defects 
of the thyroid gland. Biochemical studies indicate 
that this condition may be explained on the basis 
of arrest at any stage in the synthesis of the thyroid 
hormone. The well-established biochemical defects 
are: (1) That the thyroid gland can accumulate 
iodide with remarkable rapidity but is unable to 
produce iodotyrosines, presumably because of lack 
of peroxidase as in the cases of McGirr, Hutchison 
and Clement. (2) That in other cases the thyroid 
gland fails to couple iodothyrosines into iodothyro- 
nines because of failure of the coupling enzyme. 
Finally, the thyroid gland is unable to conserve the 
iodine of the iodothyrosines because of lack of the 
enzyme, dehalogenase. -The editor refers to the 
findings of McGirr and others that sporadic goitrous 
cretinism is familial. A genetic basis is strongly 
indicated in many cases with more or less marked 
enzyme defect. The defects may be commoner than 
we know and may only manifest themselves when 
the needs of the body for thyroid hormone are 
greater than normal, for example at adolescence and 
during pregnancy, or may become accentuated 
when the diet is low in iodine or contains some 
goitrogenic substance. W. GroBIN 





EtroLocy oF CONGENITAL HEART DISEASE 


For some years, the influence of gestational (en- 
vironmental ) factors on the incidence of congenital 
heart disease has been a matter of record, and has 
been accepted without question. It has been 
equally clear, however, that such factors have been 
proved to be operative in only a very small propbor- 
tion of congenital cardiac anomalies. The occur- 
rence of maternal rubella during pregnancy is 
believed to be responsible for only approximately 
5% of cases of congenital heart disease, and the 
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effect of intrauterine hypoxia in the etiology of 
endomyocardial fibroelastosis is still under debate. 

Until recently the matter has rested at this point, 
with few attempts to demonstrate causes other than 
gestational ones, although the most obvious choice 
in a search for other causative factors would lie in 
the field of genetics. 

During the past few months, however, there 
has been a sudden resurgence of interest in this 
matter, with the result that, within a short space 
of time, the influence of genetic factors on the oc- 
currence of congenital heart disease has been 
brought sharply into focus. 

In December 1958, Carleton, Abelmann and 


_Hancock reported! on three U.S. families with an 


unusually high frequency of congenital heart dis- 
ease, including three cases of atrial septal defect 
in each of two families. Their original findings 
were so interesting that they stimulated these 
workers to review the pertinent literature, and, as 
a result, their final report includes a total of 141 
cases of multiple familial congenital heart disease, 
including four families with more than one case 
of atrial septal defect. 

Interestingly enough, at almost exactly the same 
time, Campbell? reported on 40 families in which 
there were two or more examples of congenital 
heart disease. In this study, as well as in the 
American one, the findings led to a great deal of 
speculation in an effort to determine the genetic 
mechanism responsible for the high familial in- 
cidence of congenital heart disease in these families. 
For those not highly schooled in the intricacies of 
genetics, suffice it to say that the peculiarities of 
the observed incidence rule out the possibility of 
transmission by sex-linked and autosomal dominant 
genes. Both British and American writers agree on 
this point. There is also general agieement that the 
situation cannot be completely explained by the 
occurrence of a single autosomal recessive gene 
as the mechanism of transmission. Both groups of 
observers finally agree that, although there is no 
decisive evidence of recessive Mendelian inherit- 
ance of congenital heart disease, the general 
picture is compatible with this mode of trans- 
mission. 

The practical implication of these findings, 
whether taken in their present state or amplified, 
as they undoubtedly will be, by further study, has 
to do with the likelihood of further instances of 
congenital heart disease occurring in families in 
which one such case already exists. Campbell? 
states this problem, and his practical solution 
thereof, very succinctly in this way: “When there 
is one child in the family with congenital heart 
disease, subsequent children show such a mal- 
formation more often than would be expected by 
chance, but the risk of this is not great and should 
not generally be taken into account in planning 
the number of children.” 

The rapid strides now being made in the science 
of genetics render it highly likely that we shall be 
hearing more on this matter in the not too distant 
future. S. J. SHANE 
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Medical News 


TREATMENT OF BREAST CANCER 


Although for many years radical mastectomy, either 
alone or in combination with radiation therapy, has 
been generally accepted as the desirable treatment in 
“all operable” cases of cancer of the breast, McWhirter 
of Edinburgh and his followers have challenged this 
belief and advocated simple mastectomy followed by 
x-ray therapy of the axilla, supraclavicular region and 
chest walls. In a recent paper in Lancet (1: 1191, 
1959) Watson, Director of Cancer Services for Sas- 
katchewan, in his turn challenges McWhirter’s claims 
by producing a series of cases strictly comparable to 
those in the Edinburgh series and demonstrating for 
them a gross five-year survival rate of 52% after radical 
mastectomy plus postoperative external irradiation as 
against 42% for the Edinburgh series. His claims that 
the Edinburgh ‘and Saskatchewan series are strictly 
comparable should be studied in the original, and he 
points out that comparison of series in an area separated 
in time are not strictly comparable. For example, Mc- 
Whirter originally compared his results for simple 
mastectomy and radiotherapy for the years 1941-42 
with the results obtained in 1935-40 during which 
latter period radical mastectomy and _ postoperative 
irradiation were practised. But experience in Saskatche- 
wan has shown that as the percentage coverage of the 
population increases so does the percentage of earlier 
cases seen. Hence it is likely that if the earlier practice 
of radical mastectomy had been continued in Edin- 
burgh during a period of more complete coverage of 
the local population, the results would have improved. 


GRADUAL OCCLUSION OF 
HEPATIC VEINS 


Studies of complete occlusion of the hepatic veins 
may be helpful in solving some of the problems con- 
nected with portal cirrhosis and its sequelze of portal 
hypertension and ascites. Allen and King of Edmonton 
(Canad. J. Surg., 2: 365, 1959) report a valuable tech- 
nique for producing gradual complete occlusion of the 
hepatic veins in dogs, They insert a plastic cannula of 
suitable bore into the inferior vena cava just above the 
renal veins and push it up until its point is just cephalad 
to the diaphragm. The cannula is then sutured into 
place, otherwise it will rapidly be discharged into the 
right atrium, and the incision is sutured. 

Of 20 dogs in which this technique was carried out, 
10 developed clinically demonstrable ascites within 
six to eight weeks of the operation. Their abdomens 
became markedly distended, and tortuous venous col- 
lateral channels became prominent in the abdominal 
wall. There was also a pitting oedema of the hind legs. 
The amount of ascitic fluid present ranged from 3% to 
5% litres. At this point, inferior vena caval pressure 
was found to have risen from 75 mm, of water to 90 
mm. of water, and portal vein pressure from 130 to 
260 mm. of water. Blood was pooled in the portal 
regions of the liver, giving a radiological picture simi- 
lar to that found in cases of established portal hyper- 
tension. The ascitic fluid had a protein composition 
very similar to that of plasma. The vena caval wall in 
contact with the cannula was thickened and the ostia 
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of the hepatic veins were obliterated by organized 
thrombus. Sections of liver taken at necropsy showed 
marked congestion but tittle fibrosis. Biochemical stud- 
ies showed an overall decrease in total serum protein 
with a reversal of the albumin-globulin ratio. Bromsul- 
phalein retention increased as ascites progressed. 


CEREBRAL MANIFESTATIONS OF 
VITAMIN B,, DEFICIENCY 


The importance of early recognition of mental aber- 
rations associated with vitamin B,, deficiency is stressed 
by Wiener and Hope (J. A. M. A., 170: 1038, 1959), 
though it is admitted that at times early diagnosis may be 
very difficult. Cerebral manifestations of pernicious anz- 
mia may occur in the presence of a completely normal 
blood picture and bone marrow smear. The neuro- 
pathology, pathogenesis, clinical manifestations, diag- 
nosis and treatment are described and an illustrative 
case is reported. A 44-year-old housewife had paranoid 
ideas and severe depression which developed gradually 
over a period of one year. On physical examination the 
waxy pallid skin, smooth tongue, falling of her hair, 
and bruises over her entire body were seen. There was 
absence of vibratory sense in her toes and hyperactivity 
of deep tendon reflexes. Blood examination revealed 
macrocytosis, and other tests confirmed the presence 
of pernicious anzmia. Three months after intensive 
treatment with vitamin B,,, she was able to do her 
own housework without fatigue, enjoyed social activities 
and was apparently mentally normal. Her vibratory 
perception was now normal, although the deep tendon 
reflexes were still hyperactive. . 


RECOVERY OF TUMOUR CELLS FROM 
BLOOD DRAINING GLIOMAS 


Tumour cells are not infrequently discovered in the 
peripheral blood of patients with cancer, but so far 
nobody has observed this phenomenon in connection 
with gliomas. Morley of Toronto (Canad. J. Surg., 
2: 363, 1959) has made a preliminary report on studies 
of venous blood drawn from the superior sagittal sinus 
at the time of operation on cerebral tumours. The three 
cases concerned were two in which a glioma was pres- 
ent and one in which the tumour was a metastasis from 
a bronchogenic carcinoma. The tumours were selected 
because of their anatomical position in the frontal and 
fronto-parietal parasagittal areas. In the case of bron- 
chogenic carcinoma, tumour cells were found in samples 
taken from the sinus immediately after the bone flap 
had been turned, during manipulation of the tumour 
and after the tumour had been removed by suction. 
In the second case, a mixed oligodendroglioma-glio- 
blastoma, samples were negative for tumour cells im- 
mediately after the bone flap had been turned but were 
present after a brain needle had been passed into the 
tumour through the dura mater. In the third case, one 
of glioblastoma multiforme, positive samples were ob- 
tained after the bone flap had been turned and during 
enucleation of the tumour. In no case were any cells 
found in blood withdrawn from an arm vein. 


(Continued on advertising page 43) 
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THE JOINT B.M.A. - C.MLA. MEETING, EDINBURGH, JULY 1959 


SOCIAL EVENTS 


SYMPHONY CONCERT 


The opening event of the Joint Meeting, apart from 
the preliminary party in the museum on Saturday, was 
a symphony concert on July 19 in the Usher Hall. Dr. 
Ian Whyte conducted the Scottish Symphony Orchestra 
in a medium-brow program whose highlight was 
Mozart’s Haffner Symphony. A young Scottish virtuoso, 
Jean Harvey, demonstrated an unusual talent by play- 
ing on the violin and the piano twopieces by Saint-Saéns 
and Liszt respectively, while a light tenor, Duncan 
Robertson, sang Scots ballads and operatic arias. 


RELIGIOUS SERVICES 


The joint B.M.A.-C.M.A. Thanksgiving Service was 
held on Sunday afternoon, July 19, when many mem- 
bers of the two associations followed the Lord Provost 
of Edinburgh, Sir Ian Johnson-Gilbert, in civic proces- 
sion to St. Giles’ Cathedral in the heart of the Old 
Town. This service produced a historic sermon by the 
Rey. Dr, H, C. Whitley, who said that the bounds of 
the doctor’s profession were extending at shattering 
speed and that the doctor was on his way to becoming 
the most influential, significant and necessary member 
of the community. This vision of the doctor’s future 
role must have heartened some hearers troubled with 
thoughts of diminishing status, for Dr. Whitley backed 
his views with logic. He said that “the man who is 
committed to preserve life will come into his own as 
the scientists become more and more under suspicion 
and distrust and the theologians more and more out 
of touch with reality.” Not only psychology and social 
health but also morals and religion must be the growing 
concern of the physician. 


RECEPTIONS ON MONDAY 


A couple of thousand doctors and their wives were 
entertained on Monday afternoon at a series of recep- 
tions by the City of Edinburgh, the Royal College of 
Physicians of Edinburgh,the Royal Collegeof Surgeons, 
the College of General Practitioners, the Board of 
Management of the Royal Edinburgh Hospital, and 
Mr. Roy Thomson, the proprietor of The Scotsman 
(an expatriate Canadian who has long since succumbed 
to the charms of Edinburgh). The reception given by 
the College of General Practitioners was held in the 
Royal Scottish Academy, where the summer exhibition 
of paintings made a colourful setting for a party which 
suggested that the general practitioner is still very much 
alive and active, in spite of the jeremiahs. 


ANNUAL DINNER 


The Annual Dinner of the two associations was the 
largest (in terms of guests) in the history of Edinburgh. 
It took place on Tuesday evening, July 21, in the Wav- 
erley Market, a huge hall adjacent to the Waverley rail- 
way station and devoted in recent years to exhibitions 
and carnivals. The menu was mainly Scottish, including 
Tay salmon, Lothian turkey and ham and Perthshire 
strawberries, and the catering for the 2000 guests was 
remarkable for its efficiency. There was a head table 
of 140, so that those at one end of the table could 


only dimly see their colleagues at the other, but the 
microphone ‘system was good, and nothing of the 
speeches (said to be the briefest at any modern B.M.A. 
dinner) was lost in the vast cloth-hung spaces of the 
market. 

The toast of the two medical associations was pro- 
posed by the Right Reverend R. H. W. Shepherd, 
moderator of the General Assembly of the Church of 
Scotland, and replied to by Sir Arthur Thomson and 
Dr. E. Kirk Lyon. The toast of the guests was proposed 
by Dr. S. Wand, Chairman of Council, B.M.A., and 
replied to by the Right Honourable Lord Clyde, Lord 
Justice General of Scotland, and Dr. Renaud Lemieux, 
who spoke in French at the request of the British 
Medical Association and recalled the “auld alliance” 
between France and Scotland, and the newer alliance 
between the inhabitants of Quebec and Scottish settlers. 


GRADUATION CEREMONY 


Six physicians (three Canadian and three British) 
who had made outstanding contributions to medicine 
were honoured by the University of Edinburgh at a 
graduation ceremony in McEwan Hall on Tuesday 
morning, July 21. An honorary Doctorate of Laws was 
conferred on Lord Adrian, Master of Trinity College, 
Cambridge, and a Nobel prizewinner in physiology, 
Dr. C. H. Best of Toronto, Dr. Renaud Lemieux, Dr. 
Angus Macrae, the recently retired Secretary of the 
B.M.A., Dr. Wilder Penfield and Sir Arthur Thomson, 
Dean of the Faculty of Medicine, Birmingham Uni- 
versity. The six honorary graduands were welcomed 
by the Vice-Chancellor and Principal of the University, 
Sir Edward Appleton; thanks were expressed to the 
University by Lord Adrian on behalf of the British 
graduands and by Dr. Penfield on behalf of the Can- 
adians. 


LUNCHEON TO OVERSEAS REPRESENTATIVES 


The usual luncheon to overseas representatives was 
held on Wednesday, July 22, at the B.M.A. Scottish 
House in Drumsheugh Gardens, and was attended by 
a number of Canadian delegates who also participated 
in the day’s conference of these representatives. The 
guests included delegates from most parts of the Com- 
monwealth; their health was proposed by the genial 
Dr. Arthur Beauchamp, Chairman of the Representa- 
tive Body of the B.M.A., and this toast was replied to 
by a witty physician from Kenya. 


GARDEN PARTY 


The B.M.A. usually arranges a garden party at its 
annual meeting, and this year they had the good for- 
tune to secure the Queen’s permission for the use of 
her official Scottish residence, the Palace of Holyrood- 
house, for this purpose. Guests were received by the 
Duke of Hamilton, Hereditary Keeper of the Palace, 
who conveyed the Queen’s greetings. Sir Arthur Thom- 
son, B.M.A. President, announced that he and Dr. Kirk 
Lyon, deputy to the C.M.A. President, had sent a cable 
to Her Majesty, conveying the loyal greetings of both 
associations. ; 

After tea and a program of band music on the lawns, 
the guests filed through the historic apartments of the 
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Palace, where the ghosts of such figures as Queen 
Mary of Scotland and Bonnie Prince Charlie may still 
feel quite at home. 


UNIVERSITY DINNER 


In the evening of Wednesday, Julv 22, the University 
of Edinburgh gave a dinner to its newly honoured grad- 
uates in the Upper Library of Old College. The Prin- 
cipal, Sir Edward Appleton, took the chair, and there 
were about 250 guests. In reply to the toast of the 
honorary graduates, Dr. C. H. Best made some appro- 
priate ,eferences to the relationship between Canada 
and the ancient University. The toast of the University 
of Edinburgh was proposed by Dr. Angus Macrae, son 
of a Highland manse and an Edinburgh graduate, who 
stole the show with as fine a piece of oratory as, was 
heard during the week. He said that the University of 
Edinburgh gave her children something beyond price 
which they could never fail to remember, and that he 
never visited Edinburgh without passing through the 
quadrangle of the Old College and emerging “feeling a 
marvellous refreshment of spirit”. 


Replying to this toast, the dean of the Faculty of 
Medicine, Prof. J. H. F. Brotherston, made a plea for 
more exchange between British and Canadian univer- 
sities, with the ancient capital of Scotland as a centre 
for this exchange. He said that “we very much need 
Canadian wisdom to interpret the new world to the 
old, and the old world to the new. We need a solid 
phalanx of Canadian students in Edinburgh, and we 
need in Canada a solid phalanx of Scots.” 

In proposing the toast of the two medical associa- 
tions, Prof. D. M. Dunlop said that if the century of 
the common man succeeded in ruining the slightly less 
common man, it would go hard with the two countries. 
Dr. Renaud Lemieux replied for the Canadian Medical 
Association, and Sir Arthur Thomson for the British 
Medical Association. The latter emphasized that most 
of the good doctors in the United Kingdom are much 
more interested in freedom of medical practice than in 
money, and warmly defended the B.M.A.’s educational 
role. 


GovERNMENT DINNER 


A very unusual privilege was conferred on some 
Canadian physicians when they and some B-M.A. 
delegates were entertained by Her Majesty’s Govern- 
ment to dinner on Friday, July 24, in the ancient 
banqueting hall in Edinburgh Castle. Only five times 
in 40 years has permission for a dinner in this room 
been granted, and on every other occasion the head 
of a state (on the last occasion, Messrs. Bulganin and 
Khrushchev) has been present. At the present dinner 
the presidency:was shared by two equally charming 
and witty hosts, the Right Honourable the Earl of 
Home, Secretary of State for Commonwealth Rela- 
tions, and the Right Honourable John Maclay, Secre- 
tary of State for Scotland. About 80 or 90 persons en- 
joyed a traditional Scottish dinner including the haggis, 
piped in and incised with due ceremonial. 

Mr. Maclay produced some statistics of Scottish 
migration to Canada, stating that there were 1% million 
persons of Scots origin there, 250,000 of whom had 
been born in Scotland. The list included fhany phy- 
sicians and, said Mr. Maclay, as with whisky it was 
not the worst of the home product that went abroad. 
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The Earl of Home quoted the historic nineteenth 
century statement about Canada that some day de- 
pendence would be out of date, independence would 
be inadequate and interdependence would be the order 
of the day. Replying to this speech, Dr. E. Kirk Lyon ° 
referred to the interdependence of government and 
medical profession in preserving the health of the 
people. In Canada, progress in the health services had 
taken place with the complete co-operation of both 
these parties. 


CuriIsTIAN MEDICAL FELLOWsHIP BREAKFAST 


Dr. A. F. VanWart, past-president of the Canadian 
Medical Association, took the chair at the Christian 
Medical Fellowship’s annual breakfast which was held 
at the North British Hotel, Edinburgh, on July 21. 


Dr. S. G. Browne, medical superintendent, Yakusu 
Hospital and Yalisombo Leprosarium, Belgian Congo, 
spoke of his 23 years’ experience as a medical mis- 
sionary. It might be, he remarked, that the survey 
might help medical practitioners working in spheres 
and circumstances far removed from the Belgian Congo 
to rediscover for themselves the importance of non- 
material factors—a necessary and maybe salutary em- 
phasis, for in western lands, as in Africa, people faced 
the far-reaching consequences of acute and chronic 
deprivation—of “lost gods” and abandoned standards. 


The almost unique feature of this mission had been 
that the medical benefits had been mediated by avowed 
African Christians, who regarded the needs as a spirit- 
ual as well as medical challenge. Commercial develop- 
ment might degenerate into exploitation, and good gov- 
ernment was not enough. Superstition and ignorant 
conservatism, and active opposition by witch-doctors, 
must be countered by non-material weapons. 


As a result of the integrated effort over the years the 
Christian church had been established and the whole 
community had, at a critical stage, received the double 
benefits accruing from the concurrent presentation of 
medicine and the Gospel. The number of children per 
family (and healthy children at that) was higher than 
in any other territory of the Belgian Congo. In a land 
where under-population was in places a distressing 
problem, and where some tribes were dying out, the 
Africans were here showing a fecundity little affected 
by venereal disease, and were increasing care for their 
offspring—another by-product of the “black-bag-and- 
Bible” strategy. . 

The demonstration of the adequacy of the combina- 
tion of medicine and the Christian faith to meet the 
problems of the individual and the community in a 
rapidly changing environment should compel all to 
rediscover their own deep spiritual need and the spirit- 
ual factors which doctors faced in their patients, with 
their psychosomatic symptoms and their often unex- 
pressed but none the less real spiritual need. 


A vote of thanks was proposed by Dr. T. C. Routley, 
and the benediction was pronounced by the Rev. Dr. 
A. M. Gillespie, O.B.E. 

Greetings were received from the Chicago Christian 
Medical Society and the Evangelical Medical Mission- 
ary Aid Society of Toronto. 
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ADJOURNED ANNUAL GENERAL 
MEETING 


The Adjourned Annual General Meeting of the 
British Medical Association was held in the Usher Hall, 
Edinburgh, on the evening of Monday, July 20, at 
8.45. The proceedings began with the hearing of a 
recorded message from His Royal Highness, the Duke 
of Edinburgh, in which he said: 

“When I accepted your invitation to become Presi- 
dent of the British and Canadian Medical Associations, 
I had every intention to be present at the Joint Meeting 
in Edinburgh. However, as I am sure you know only 
too well, nothing in this life is entirely certain, and I 
am at present in Canada due to circumstances quite 
beyond my control. 

“I am particularly sad not.to be with you, because 
this meeting of British and Canadian medical men is 
just that kind of Commonwealth co-operation which 
can do the most good. The meeting together of men 
of like minds, working to the same end, demonstrates 
the value of the Commonwealth connections and uses 
it to achieve practical results. 

“Although I have to miss the Joint Meeting in 
Edinburgh, I have had the privilege of being installed 
as President of the Canadian Medical Association in 
Toronto only a short while ago. This was a most 
pleasant and successful affair, which I am sure my 
Deputy President, Dr. Kirk Lyon, will confirm. Later 
this year I look forward to my installation as President 
of the British Medical Association. As I understand 
that it is customary for the President to deliver a short 
address on that occasion, I do not propose to anticipate 
that task today. 

“This is simply a short message of apology and en- 
couragement in my unavoidable but still regrettable 
absence. I hope very much that you will all enjoy the 
present meeting and that the arguments will be 
fierce and long. There is no better way to find out the 
strength of opinions and ideas than open and un- 
fettered discussion. It is also my hope that the whole 
meeting will take place in a happy and co-operative 
atmosphere, because it is bound to colour the outlook 
of all those who are attending for the next twelve 
months and, speaking as a customer, I would rather 
be attended by someone who has been inspired by 
happy and lively conference than depressed by a series 
of dull debates. 


“I wish the meeting every success.” 


The Chairman of the Council of the B.M.A., Dr. 
S. Wand, presented a silver inkstand to Dr. Norman 
Gosse, chairman of the C.M.A. Executive Committee, 
and the President of the B.M.A. presented a flag to 
Dr. Kirk Lyon, deputy to the President of the C.M.A. 


Delegates from national medical associations and the 
W.M.A. (Dr. T. C. Routley) were presented, and the 
representatives of overseas branches of the B.M.A. 
then filed past. A number of prizes were given, and 
the Fellows of the B.M.A., appointed during the year 
for their outstanding services to the Association, came 
on to the platform. 

An address was given by Lord Adrian, Master of 
Trinity College, Cambridge, and Vice-Chancellor, of 
the University. He spoke on “our concern for the 
mind”, remarking on the extraordinary effect of wars 
in accelerating the pace of scientific discovery. Things 
achieved under the emotional pressure of two World 
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Wars had altered the whole pattern of scientific ad- 
vance. In medicine, pressure of war had focused atten- 
tion on old problems as well as diverting it to new 
ones. In World War I it became necessary tv consider 
the mental: as well as the bodily health of armies, and 
although there was no certainty that mental health was 
better now than formerly, the attitude to it had 
changed. He then traced the development of psycho- 
analysis and other methods of therapy of mental dis- 
order, and noted the apparent conflict between the 
psychoanalytic and physical approaches to mental 
disease, contrasting the approaches of the cheerful 
Pavlov and the gloomy Freud. The difficulty in psy- 
chiatry was that advance was leading us into a wood 
that became more and more obscure because the trees 


--were so thickly crowded. We still have no clear idea of 


what most of the brain does for us or the part it plays in 
guiding our thoughts and behaviour. But the obscurity 
was a challenge and threw no gloom on the investigator, 
though we could not expect another major war to give 
a fresh turn to our thoughts, for “there will be no 
more large wars to alter the course of arts and science, 
for when they are finished there will be nothing left 
to alter’. The medical profession had established its 
right to a hearing in a wide range of social problems 
formerly the exclusive province of Church and State, 
but we must not set ourselves up to instruct the 
teachers, the criminal courts and the lawgivers on 
matters about which we had no clear views ourselves; 
at least, however, we know more than they do about 
the physics and chemistry of human behaviour and 
about the mental tensions which can menace it. 


In moving a vote of thanks to Lord Adrian, Dr. 
Wilder Penfield spoke on “religio medicine” after 
administering a well-deserved reproof to the “little folk 
who like to sneer at what is good in life” and who had 
spread nonsensical stories about the Royal Tour in 
Canada. He said that there was need for a clearer, 
fuller, more frequent statement of what might be called 
the religion of medicine . . . a clearer statement of 
those things to which medical men had been loyal so 
long in every land. He felt that the qualities which 
Robert Louis Stevenson had extolled in the doctor 
came to. general practitioners in particular because 
they lived so close to nature as revealed in the minds 
and hearts of men, so close to the never failing springs 
of kindness that well up spontaneously in all mankind. 
These sources give a physician the courage and 
allegiance to something above the power of any State 
to command or any institution to compel. The religio 
medicinz, the embodiment of the best things to which 
physicians are loyal, could be found everywhere in 
the world. He thought it possible that we needed a 
re-statement of this religion from a modern Thomas 
Browne so that we may not forget and the people of 
the world might discover anew the code and faith of 
physicians. He said “Let us declare, so all may under- 
stand, the central theme of Religio Medicinz: good 
will to men; for there is power in the penetration of 
human goodness and kindness. There is more strength 
in these things than there is in national prejudice or 
treaty or league.” 
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SCIENTIFIC PROGRAM 


The Editor wishes to thank the British Medical 
Journal editorial staff and reporters for their 
kind collaboration in procuring this material. 


PLENARY SESSION 


A session on trends in modern medicine, on Wednes- 
day, July 22, was chaired by N. H. Gosse (Halifax, 
N.S.). A. J. Rhodes (Toronto) said that the number 
of known viruses had increased from 30 in 1939 to 
more than 150 at the present time. Of these 150, only 
five still defied isolation in the laboratory. Isolation 
methods had been so much simplified that many public 
health and hospital laboratories were able to diagnose 
virus infections almost routinely. Viruses could be 
classified into five groups: basophilic viruses with five 
members all related to the psittacosis virus and causing 
virus pneumonia, which had the unique distinction of 
being sensitive to certain antibiotics; nine influenza 
viruses in addition to influenza A virus; 29 arthropod- 
borne viruses; enteroviruses; adenoviruses. 


Virus infections were the commonest infections en- 
countered in general practice and were sharply con- 
trasted with bacterial infections by their resistance to 
antibiotics. 


The two main techniques of isolation were the use 
of tissue culture media containing monkey kidney or 
human amnion, and suckling mouse techniques. Dr. 
Rhodes described histological changes in these media 
which viruses produced and which permitted their 
identification often as early as 24 hours after inoculation 
of material from the patient, and showed how, by in- 
corporating specific anti-viral-type antiserum, the 
viruses could be typed almost at the same time. This 
had greatly shortened the period necessary for diag- 
nosis in comparison with antibody titration on sera of 
suspected cases early and late in the disease. Isolation 
of a certain virus from a patient did not necessarily 
mean that the patient was suffering from the disease, 
since carrier states were common. He warned that the 
clinical manifestations of infection with any one virus 
could be protean in the same epidemic. He described 
the preparation of formolized vaccines, conferring 
humoral immunity without stimulating local tissue re- 
sistance. This was illustrated by immunization with 
dead poliomyelitis vaccines (poliomyelitis virus was 
now regarded as one of the enteroviruses), and he gave 
an account of the administration of live attenuated 
poliomyelitis virus to five million subjects. Such a 
vaccine was thought to stimulate local tissue _re- 
sistance and humoral immunity, and the virus was 
excreted alive and its spread was beyond medical 
control. He did not think that its virulence would be 
enhanced by human passage. The adenoviruses, of 
which there were 20 types, might be more important 
than enteroviruses. They caused acute respiratory dis- 
ease in military recruits, virus pneumonia, laryngo- 
conjunctival fever, common colds, epidemic kerato- 
conjunctivitis, and sporadic non-bacterial conjunctiv- 
itis. Control of virus infections by immunization pro- 
grams was likely to take a very long time. 

K. J. R. Wightman (Toronto) spoke on recent con- 
cepts in the pathogenesis of anemia. He referred to 
the wide range of normality of haemoglobin level and 


discussed the various ways in which the red cell mass. 
could be reduced. In aplastic anzemia red cell pre- 
cursors were absent from bone marrow; in certain 
cases this might be due to some auto-immune factors. 
In other cases, red cell precursors might be displaced 
from the marrow by other cells. He drew attention 
to the anzemia associated with certain thymic tumours 
in which the marrow was depleted of red cell pre- 
cursors but on removal of the tumour these cells re- 
appeared. Red cell production failed in the absence of 
certain well-known dietary factors whether by dietary 
inadequacy, failure of absorption, or metabolic dis- 
turbance. The only stimulus to erythropoiesis was 
anoxia; a hormone, erythropoietin, was thought to be 
concerned in this. Its site of production was unknown 
and it had never been isolated or characterized. De- 
ficiency of erythropoietin was thought to cause the 
anzemia of chronic renal disease. Marrow response to 
erythropoietin might also fail. In rheumatoid arthritis, 
an increased uncompensated hemolysis caused 
anzemia. 

Some conditions, such as congenital spherocytosis, 
were caused by an enzyme dyscrasia, and alterations 
in enzyme content of the red cell, either constitutional 
or acquired, were responsible for the appearance of 
certain abnormal hemoglobins, while others appeared 
because of abnormal amino acid composition of the 
globin moiety of hemoglobin itself. 

G. Stewart (Deep River, Ontario) gave an account 
of the physics of nuclear fission and its application to 
design and structure of atomic plants for preduciion 
of radioactive materials. Personnel in such plants were 
protected by rules of conduct laid down by a radiation 
protection control group. Measures included the wear- 
ing of protective clothing and special masks in highly 
radioactive areas, photographic screening, frequent 
monitoring of air, dust, etc., and, when a man was 
suspected of having been accidentally heavily irradi- 
ated, total body radiation counts in a specially de- 
signed chamber. These and other measures taken at 
Deep River had resulted in a complete absence of 
serious cases of radiation illness despite two incidents 


‘in which there had been an accidental release of 


gamma radiation. 

R. O. Jones (Halifax, N.S.) described the changes in 
the last 17 years in the public’s attitude to psychiatric 
illness and in its treatment in Nova Scotia. In 1942, 
public and politicians were unwilling to allot money 
for psychiatric services, but this attitude had changed 
so much that in the last year more than one million 
dollars had been set aside for this purpose alone. This 
had been accompanied by a lessening of social dis- 
grace felt at having to seek psychiatric advice, and an 
increased readiness by the public to do so. The num- 
bers of patients admitted to the mental hospital, of 
those admitted to the general hospital for psychiatric 
treatment, and of those treated at home had increased. 
This he attributed to the more widespread use of 
electroplexy since 1948, and more recently of tran- 
quillizing and psychostimulating drugs. The greatest 
change he had seen was the introduction of electro- 
plexy for affective disorders, especially endogenous de- 
pression, the prognosis of which was now completely 
altered. No less than 85% of voluntary admissions for 
psychiatric disturbance were now to a general hospital. 
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ROUND TABLE CONFERENCES 


TREATMENT OF TUBERCULOSIS 
(July 22) 


C. G. Shaver (St. Catharines, Ont.) from the chair 
introduced the members of the panel and briefly traced 
the history of the treatment of tuberculosis in Scotland 
and elsewhere since the end of the 19th century. 
' J. Crofton (Edinburgh) said that the main recent 
change in the incidence of tuberculosis in Scotland was 
in the increasing number of elderly men and the de- 
cline in the number of young women affected. Most 
new patients were suffering from acute exudative tuber- 
culosis. 
H. McClintock (Toronto) had noted the same trend 
in Canada where there used to be a high mortality 
among women of all ages, whereas now the mortality 
was highest in elderly men. There was a marked in- 
cidence of tuberculosis in Canada in the lower income 
groups and especially in the prison population, and 
immigrants from the continent of Europe in whom 
linguistic incomprehension made explanation and treat- 
ment more difficult. Other hazards to successful treat- 
ment were the vast distances over which supervision 
had to be maintained, and a complacent attitude to the 
dangers of tuberculosis on the part of the Canadian 
public. 
Crofton pointed out that more than 40% of patients 
in whom active tuberculosis had been detected in 
Edinburgh in a recent mass survey had been treated at 
work, 
McClintock said that in Canada physicians preferred 
to admit all patients when first diagnosed to hospital, 
if only in order to educate them in the way of life they 
should pursue. 
Sir Clement Price-Thomas (London) deplored un- 
necessary hospital admission of patients with minimal 
lesions and emphasized that any rule-of-thumb method 
of treatment for tuberculosis without consideration for 
the individual was just nonsense. He thought that tu- 
berculosis was primarily a medical disease, and any 
patient coming for surgical treatment must have been 
thoroughly treated medically first. It should be the 
aim of medical treatment to close or at least reduce 
the size of any cavities, and to clear the sputum of vi- 
able mycobacteria. Surgery had a special place in the 
treatment of patients infected with antibiotic-resistant 
organisms. Gale (Toronto) thought that all patients 
should be admitted to a sanatorium even if only for a 
short time while they were being established on the 
right drug. Shaver stressed that patients infected with 
drug resistant organisms should not be _ treated 
medically. 
R. M. E. Seal (Cardiff) wondered whether it was 
possible to impress a patient visiting an outpatient 
clinic with the vital importance of taking his drugs 
with the utmost regularity. If only for this reason, he 
thought that admission to hospital was necessary. Most 
antibiotic-resistant strains (about 5% of patients in this 
country were infected with them) emerged as a result 
of faulty treatment. Part of the trouble was due to 
differences in the sensitivity reports from different 
laboratories which used many different methods. Prop- 
erly used, thé laboratory could give a useful guide to 
treatment. 

Crofton endorsed this plea for standardized labora- 
tory techniques for sensitivity tests of M. tuberculosis, 
since the present position was chaotic. 
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McClintock said that 6% of newly isolated organ- 
isms in Toronto were resistant to streptomycin. 

Crofton discussed the various preparations of p- 
amino-salicylic acid (PAS). Sodium PAS gave the best 
blood levels of the drug, but was associated with un- 
pleasant reactions in the patient. The manufacturing 
chemists had produced a number of other preparations; 
of these, he had tried calcium PAS, but the blood levels 
obtained had been low. Seal thought that the use of 
calcium PAS favoured the emergence of drug-resistant 
strains, Gale said that calcium PAS was being increas- 
ingly used in Toronto and was preferred by patients, 
but blood levels were low and some physicians were 
reverting to sodium PAS. He favoured the combined 
use of PAS, isoniazid and streptomycin. 

McClintock said that opinions about the amount of 
bed rest needed were changing, although in Canada 
they were somewhat conservative. The mean stay in 
hospital in that country was 9.6 months in 1958. Gale 
said that non-toxic afebrile patients were allowed full 
bathroom facilities from the time of admission. 

Crofton referred to a controlled trial by Tyrrell of 
Glasgow from which it emerged that patients treated 
in hospital gained more weight and their cavities closed 
more quickly than those treated as outpatients. 

Sir Clement Price-Thomas considered that most pa- 
tients with open cavities did not get enough bed rest. 
Three months’ bed rest was usually enough, and he did 
not like to operate until the cavities were closed. A 
period of full and careful medical treatment must be 
given before surgical treatment was contemplated. An 
important indication for surgery was extensive pul- 
monary destruction. He also stressed the beneficent 
psychological effect of surgery on the patient. 

Gale said that 56 out of 350 discharged patients from 
his hospital had had pulmonary resection in the last 
year. 

Grégoire (Montreal) thought that physiological tests 
of respiratory function could indicate not only whether - 
surgical treatment was desirable, but if so what opera- 
tion should be done. It was possible to estimate the 
respiratory reserve and the degree of reversible and 
irreversible emphysema. On the basis of these tests, 
advice could also be given to the anesthetist at opera- 
tion about the type of conduct of the anzesthesia. Post- 
operative loss of function depended not only on the 
extent of the operation, but also on the extent of dis- 
ease before operation. In postoperative pulmonary 
function tests, a marked improvement could be de- 
tected a year or more postoperatively compared with 
results in the immediate postoperative period. 

Seal referred to morbid anatomical criteria for oper- 
ation but agreed that it was difficult to correlate these 
with radiological findings during life. Although acid- 
fast organisms could be shown in histological sections 
of the cavities, they were often dead. 





RHEUMATIC HEART DISEASE 
IN PREGNANCY (July 22) 


G. Maughan (Montreal), having taken the chair, 
declared his obstetrical interest by reversing the title 
of the subject. He pointed out that the pregnancy 
was the temporary complication of the permanent 
heart disease, and a relatively increasingly important 
one as other causes of maternal mortality declined. He 
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then introduced the members of the panel, who all 
confined their remarks to mitral stenosis. 

W. Whitaker (Leeds), a cardiologist, reviewed the 
hemodynamics of mitral stenosis in pregnancy. He 
discussed the mechanism of disability due to mitral 
stenosis, its aggravation by the increased cardiac out- 
put of pregnancy, and the bearing of this on manage- 
ment. The importance of close medical and obstetrical 
supervision and of adequate rest could not be over- 
emphasized. Mitral valvotomy during pregnancy had 
merits and demerits, but therapeutic abortion was very 
rarely required today. 

W. Greenwood (Toronto), also a cardiologist, said 
the important points were to confirm the diagnosis, 
watch the patient closely (especially at the 28th to 
32nd week when the load was maximal), beware of 
any infection, and look out for the early signs of 
cardiac failure and pulmonary cedema. Only if pa- 
tient and doctor co-operated were results good, and 
she must not be lost sight of after the pregnancy when 
further treatment might be needed. The indications 
for valvotomy in pregnancy were cardiac failure or 
pulmonary cedema in or before the current pregnancy 
in a woman with pure mitral stenosis. 

G. H. Wooler (Leeds), a thoracic surgeon, thought 
that the minority of patients with a relatively small 
heart, low pulmonary blood pressure and vascular 
resistance and no signs of right ventricular preponder- 
ance in the ECG were particularly prone to hemop- 
tysis and pulmonary cedema and were therefore suit- 
able for operative treatment. At Leeds in 1948-58, 16 
of 573 pregnant women with mitral stenosis treated 
medically died in pregnancy or labour; two of 14 
treated surgically were lost. Operation must never be 
undertaken while the patient was in the acute un- 
treated phase of cardiac failure. 

L. Watt (Toronto) reported results in 129 cases of 
pregnancy with mitral stenosis; 93 had been treated 
medically and 28 surgically, while 8 had been operated 
on before pregnancy. None died. The peak incidence 
for heart failure was as early as the 20th to 28th 
week, but failure later on sometimes precipitated pre- 
mature labour. Social help after the pregnancy was 
essential for good long-term results. 

In answer to questions, the panel agreed that these 
patients must have penicillin cover during labour; that 
fibrillation early on should be treated with digitalis and 
not quinidine; and that ergometrine in labour did not 
predispose to pulmonary cedema soon after. They dis- 
agreed on the point whether the woman with co- 
arctation of the aorta should have an elective Caesarean 
section or be allowed a normal labour. 





VERTIGO (July 22) 


Under the chairmanship of W. J. McNally 
(Montreal) a panel of otologists—I. Simson Hall (Edin- 
burgh), G. A. Henry (Toronto), J. A. James (Bristol), 
G. C. Large (Vancouver), G. Livingstone (Oxford) 
and E. A. Stuart (Montreal)—discussed vertigo. Open- 
ing the discussion, Simson Hall described his approach 
in cases of vertigo. The commonest causes, placed in 
order, were spasmodic Méniére’s disease, hypertension 
and anzmia, followed by the rarer neoplasms, intra- 
cranial vascular lesions, etc. 

P. E. Ireland (Toronto) said that he could not im- 
prove on this common-sense approach, whilst Lumsden 
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(Edinburgh) stressed the great difficulty of exact 
diagnosis, especially as a psychosomatic factor was 
present in so many cases. 

Connell (Belfast) and Lewin (Redhill), as general 
practitioners, had found giddiness to be one of the © 
most common complaints. They had been impressed 
by the incidence: in tired, middle-aged menopausal 
housewives in whom no organic cause for the symptom 
could be found. 

A. Richardson had found many cases of excessive 
wax in which giddiness responded to clearance or 
unblocking a Eustachian tube. James said that every- 
one, at some time, suffered transient physiological 
vertigo and that this must not be confused with 
pathological conditions. Henry defined vertigo as a 
state of imbalance with a sense of rotary motion either 
in the patient or his surroundings, and expressly ex- 
cluded simple cardiovascular types. Both he and 
Norman Dott (Edinburgh) stressed the need for a 
most careful history which could often yield the 
diagnosis. 

F. Christie (Glasgow) sought the views of the 
panel on whether or not labyrinthectomy should be 
performed in suppurative disease with a dead labyrinth. 
James and Livingstone had formerly tended to per- 
form the radical operation but now felt that, with 
the improvement in testing technique and antibiotics, 
operation short of complete labyrinthectomy was 
justifiable in suitable cases. J. Sullivan (Toronto) 
did not think a conservative approach wise in view 
of the risk of intracranial infection. 

Penfield (Montreal) discussed vertigo in 8th nerve 
tumour, which he did not regard as a good diagnostic 
lead. The “dizziness” of the cephalic aura of epilepsy 
must also not be confused with true vertigo. Stuart 
commented that vertigo was not necessarily associated 
with tinnitus, but the latter could be helpful in localiz- 
ing the site of the lesion. Formby (London) stressed 
the difficulty in deciding whether tinnitus was central 
or peripheral and both he and B. Smith felt that 
local ear operations were usually unsuccessful in 
curing the noise. 

Collins felt that the whole patient must be treated 
and that he should, if at all possible, be told to 
disregard the symptoms. Ireland (Toronto) took the 
same view, advocating complete frankness, “a pat on 
the back”, firm reassurance that no brain disease was 
present, a warning that further attacks would occur 
and treatment by mild sedation, nicotinic acid and 
antihistamine by injection in a crisis. 

L. Dahne (Reading) used a similar approach with 
a salt-free diet made more tolerable by a “mock salt”. 

A small number of cases might be due to allergy 
and respond to antihistamines. He had produced 
vertigo by injecting histamine. Large agreed that a 
much larger group than was _ realized—particularly 
in the transient category—might be allergic. McDowall 
(Edinburgh) stressed the difference between antigenic 
allergic vertigos and physical vertigo. 

Simson Hall had noted a constant group of cases 
during the winter influenza season and Hitchings 
(Maidstone) felt that a virus origin of vertigo was 
far from uncommon—possibly on the lines of a herpes. 

Henry joined Lawrence Abel (London) in reviewing 
those cases of gastric and duodenal ulceration suffering 
from vertigo and recovering as the ulcer healed. There 
might well be reflex sympathetic labyrinthine spasm 
and an anzmic factor. Maynard (London) suggested 
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that alcoholic indigestion and unwise feeding were the 
commonest causes of giddiness. 

Sutherland (London) stressed the psychological 
aspect, vertigo being frequently a hallucination based 
on frustration and, especially in the elderly, pent-up 
resentment. James noted that recurrent Méniére 
attacks could induce insecurity and a genuine anxiety 
state. 

Simson Hall and Stuart stressed that the irregularity 
of attacks in time and intensity made assessment of 
treatment difficult. The latter had followed up 50 
cases and suggested four years as a criterion for cure. 
Henry (Rugby) quoted three types. The epidemic 
type responded to antihistamines, the true Méniére’s 
disease to ergotamine tartrate and the psychoneurotic 


very little to any treatment. In general it was clear -- 


that treatment with reassurance, mild sedation, nico- 
tinic acid and perhaps a salt-free diet was almost 
universally practised. 

James discussed the application of ultrasonic waves 
to reduce the sensitivity of the labyrinth whilst leaving 
the cochlea unaffected. Much experimental develop- 
ment was taking place on the instruments, and the 
technique was difficult as the waves were easily 
reflected and had to be applied directly to the semi- 
circular canal after surgical exposure. Although in the 
early stages, this was very promising in selected cases. 





SECTION OF ANAESTHETICS 
TUESDAY, JULY 21 


Too Few Skilled Anzsthetists: 


With the joint president of the section, R. A. Gordon 
(Toronto), in the chair, E, A. Pask (Newcastle-upon- 
Tyne) opened the session with a paper entitled 
“Spreading it thinner’. He suggested that situations 
arose in which the pool of skill in administration of 
anzesthetics was insufficient for the demands. A more 
comfortable experience for the patient was expected, 
but this was not always easy to achieve. Administrators 
might seek the cheapest standard of treatment con- 
sistent with satisfying articulate public demand. A 
doctor’s standard, however, could only be the best he 
knew, and in thinking of the patient’s welfare he might 
have to consider how best to employ an amount of skill 
which he knew to be inadequate. Professor Pask said 
that as alternates to developing moderate skill in 
many doctors by rapid training, one might seek new 
agents or techniques that could safely be used by 
persons of limited skill, or “automatic anzsthesia”, 
relying on machines to replace the judgment of skilled 
men, Assuming the presence of too few highly skilled 
anzesethetists, he suggested the use of simple, inex- 
pensive devices to provide rapid and adequate informa- 
tion about patients. Such aids might enable a skilled 
doctor to offer safe care to more patients than usual. 


Hypothermia and the Fetus: 


S. L. Vandewater (Toronto) read a paper on the 
fetus during experimental hypothermia. He said that 
about 50% of ruptured cerebral aneurysms occurred in 
women of child-bearing age. Since hypothermia “had 
become an accepted adjunct to anesthesia in the 
operative treatment of these cases, the effect on the 
fetus was of importance. Experiments were performed 






. 
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on pregnant ewes within 1-2 weeks of term. The uterus 
was exteriorized and the fetal circulation catheterized. 
Oxygen, carbon dioxide and pH were estimated, and 
other changes noted in the maternal and fetal circula- 
tion. From this work it was concluded that well- 
conducted anzsthesia and hypothermia was safe for 
the fetus. However, maternal respiratory acidosis, 
hypoxia, or hypotension due to vascular dilatation 
during re-warming would lead to fetal distress. 


A. R. Hunter (Manchester) discussed the role of 
the anzesthestist in conservative care of head injuries, 
pointing out that the problems were similar to those 
encountered by an anesthetist in his daily work. In 
the-acute phase these are the maintenance of airway, 
treatment of shock, resuscitation after respiratory 
failure, and tracheo-bronchial toilet. Subsequently, 
infections of the lungs can be combated by posture, 
physiotherapy, and the administration of suitable anti- 
infective drugs. A daily physical examination of the 
chest is advisable, and this will also indicate when 
tracheotomy is necessary. An indwelling stomach tube 
allows the maintenance of a correct fluid balance. The 
anzesthetist can also supervise the control of pyrexia 
with hypothermia if necessary, and advise suitable 
sedatives to allay restlessness in the presence of a 
raised intracranial pressure. 


The “Ambulant” Patient: 


A. Tom (Cheltenham) discussed the limitations 
enforced on anzsthesia by “ambulant” patients in 
casualty surgery and chairside dentistry. Deploring 
hypoxia and consequent dangers, he described the use 
of nitrous oxide with approximately atmospheric con- 
centrations of oxygen. 


Mild supplementation by other agents must be 
used in difficult cases, while the really refractory patient 
needed a major anzsthetic procedure. Oxygen lack was 
not only undesirable and unnecessary but hazardous in 
the extreme. He questioned the theory and use of 
traditional methods of nitrous oxide administration. 
The satisfactory results obtained by using nitrous 
oxide with an adequate supply of oxygen lead one to 
postulate a specific action of nitrous oxide on the 
reticular formation which induces a true anzsthetic 
state. 


Head and Neck Surgery: 


A. B. Noble (Montreal) spoke on certain aspects of 
angesthesia for head and neck surgery. Basically, pro- 
longed and tranquil anzsthesia was required, together 
with a variable degree of hypotension in selected 
cases. Unfortunately, general anzsthesia often caused 
respiratory depression with a consequent rise in CO, 
levels. Dr. Noble advocated premedication with 
meperidine, chlorpromazine, and promethazine, fol- 
lowed by general anzsthesia. Spontaneous respiration 
with a non-return valve system was superior to other 
techniques he had tried, and halothane (Fluothane) a 
better adjunct to nitrous oxide than other volatile 
agents. Regional and topical analgesia were often 
helpful, especially when preliminary tracheostomy or 
intubation was necessary. A head-up posture assisted 
venous drainage, and postoperative nursing in this 
position was no less important than during the oper- 
ation. A constant watch must be kept for the two most 
serious complications—disturbance of the carotid sinus 
reflex and accidental tension pneumothorax. 
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Photic Stimuli in Light Anzsthesia: 


J. Clutton-Brock (Bristol) spoke on brain rhythms 
and photic stimuli in very light anzesthesia. He said 
that nitrous oxide with adequate oxygen is the least 
toxic but also the weakest anzsthetic agent known. 
When it was used with a muscle reldxant, objective 
evidence of unconsciousness would be helpful. Such 
patients, apparently unconscious and with no memory 
of events, submitted to major surgery, have electro- 
encephalograms resembling those of the inattentive, 
conscious subject without showing the classical effects 
of anzesthesia. 

A rhythmically flashing light had a greater signifi- 
cance to the cortex than a steady light, and this stimu- 
lus could be applied to lightly anzsthetized subjects. 
Response to this stimulus disappeared with unconsci- 
ousness produced by nitrous oxide and oxygen, even 
in the absence of obvious signs on the normal EEG. 
This apparatus could be used to investigate the 
mechanism of very light anesthesia and to assess 
clinical signs usually attributed to too-light anzesthe- 
sia. 





SECTION OF CARDIOLOGY 
TUESDAY, JULY 21 


With E. Bedford (London) in the chair, P. Wood 
(London) was the first speaker in the symposium on 
coronary artery disease. He discussed subacute 
coronary insufficiency, which he defined as a state 
when the coronary circulation does not meet adequately 
the demands of the cardiac muscle, but is sufficient to 
prevent cardiac infarction. Such a condition was 
termed subacute if it lasted for a few weeks to 
six months, but it could continue into chronic phase, 
lasting one year or more (only 5% of 150 cases). The 
majority of patients developing subacute coronary in- 
sufficiency gave a previous history of ischemic heart 
disease, but one-fifth of them developed this state de 
novo. Attacks of pain in subacute coronary insufficiency 
might last days and yet there was no laboratory 
evidence of cardiac infarction. The typical ECG 
pattern showed widespread depression of the ST 
segment, without pathological Q waves or frank in- 
version of the T wave. The onset of this syndrome 
might be abrupt, with no apparent reason, when it 
was probably due to coronary thrombosis without 
infarction. In other cases it was generally due to pro- 
gressive coronary atherosclerosis. One-fifth of patients 
developed cardiac infarction within two months of the 
onset of subacute coronary insufficiency. Treatment 
with anticoagulants has greatly improved the prog- 
nosis, reducing mortality from 30 to 6%. 

Subacute coronary insufficiency was highly danger- 
ous and likely to give rise to cardiac infarction, and 
anticoagulant therapy helped to reduce both the 
incidence of subsequent cardiac ‘infarction and the 
mortality. 

H. N. Segall (Montreal) emphasized difficulties in 
the ECG diagnosis of ischzemic heart disease, especially 
in deciding whether a particular group, lay in the 
borderland of normality or abnormality. Coronary 
artery disease could be present with a normal ECG, 
while minor abnormalities in the latter could be due 
to many different causes besides coronary disease, such 
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as tobacco, digitalis, quinine, or quinidine. A better 
and fuller understanding of the normal ECG was 
needed, with greater recognition of the ranges of 
normal in the young, the middle-aged, and the old. 
In doubtful cases repeated serial ECG’s should be - 
taken. The exercise ECG had been introduced as a 
further aid, but here also the wide range of normal 
gave rise to confusion. The speaker warned against 
the danger of iatrogenic coronary artery disease, 
founded on ECG misinterpretation. In a recent test of 
observer variation, in which 20 observers had reported 
on 100 groups, a wide discrepancy was found; in some 
there was 50 to 60% agreement only. He stressed the 
importance of general clinical assessment of each 
patient. Under ideal circumstances the physician seeing 
the patient clinically should himself interpret the ECG, 
which was no more than an aid to clinical diagnosis. 

R. Gilchrist (Edinburgh) spoke-about some problems 
in the management of acute myocardial infarction. 
Diagnosis presented the first problem and_ here 
certainty was the goal to be aimed at, with the help of 
the ECG, erythrocyte sedimentation rate, and serum 
transaminase studies. The second problem was that 
of home or hospital care. He favoured institutional 
treatment for the great majority, but account had to 
be taken in individual cases of the age, the distance 
of the patient’s home from the hospital, the need for 
special laboratory examinations, and the severity of the 
attack. 

It was well known that a firm scar formed in about 
six weeks after cardiac infarction, but this should not 
too greatly influence the period of bed rest in cardiac 
infarction. Three weeks was probably sufficient in most 
cases: more prolonged bed rest carried with it many 
dangers—general deterioration in morale, loss of muscle 
tone, stiffness in the joints, and deep vein thrombosis. 
He did not favour armchair treatment as an alternative 
to treatment in bed, since it was a tiring posture for 
the patient. Easy physiotherapy should be given in all 
cases, and most should be out of bed after three weeks 
and out of hospital after four. They should be fit to 
return to work after a further three weeks’ convales- 
cence. In the prevention of cardiogenic shock, he ad- 
vocated both intravenous noradrenaline and _ intra- 
venous digoxin. Anticoagulants were of proven value 
in treatment, diminishing immediate mortality and the 
incidence of second infarcts. Paroxysmal tachycardia 
complicating cardiac infarction called for oral quini- 
dine. Finally, advice to the patient returning to work 
should be optimistic and encouraging: “Do as much 
as you can short of producing symptoms.” 


WEDNESDAY, JULY 22 


Presentation of Problem Cases: 


With R. Gilchrist (Edinburgh) in the chair, problem 
cases were presented for discussion and diagnosis to 
a panel of six—R. W. D. Turner (Edinburgh), I. G. W. 
Hill (Dundee), E. Bedford (London), P. Wood 
(London), A. J. Kerwin (Toronto), and H. N. Segall 
(Montreal). 

The first problem case was that of a woman aged 
50 with some symptoms strongly suggestive of mitral 
stenosis (chronic heart failure with atrial fibrillation 
and systemic embolism), combined with others more 
indicative of a cardiomyopathy. The fact that a mid- 
diastolic murmur had never been heard at any time 
was strongly against the diagnosis of mitral stenosis, 
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while the presence of chronic right heart failure with- 
out severe pulmonary hypertension suggested a myo- 
cardial lesion. At autopsy, patchy rheumatic myocard- 
itis was found, proceeding to fibrosis in places, with 
calcification in the wall of the left atrium, which 
contained clot. In addition there was thrombosis of 
some of the pulmonary veins. The mitral valve, how- 
ever, was healthy. 


The second problem was that of a baby with an 
' acute illness at the age of ten months, with pyrexia, 
cyanosis, dyspnoea and tachycardia. The heart shadow 
was globular with clear lung fields, and the ECG 
showed T wave inversion over the left chest leads. 
The acute illness subsided and in the next 18 months 
the heart shadow regressed in size, the lung fields 


remained clear, and the ECG improved, but chronic -- 


right heart failure developed. This apparently para- 
doxical pattern of events suggested the possibility that 
the first illness had been a pericardial effusion and 
that this had latter progressed to constriction; this 
diagnosis was confirmed at operation when _peri- 
cardectomy was successfully performed. 


Treatment of Hypertension: 


With Jacques Genest (Montreal) in the chair, there 
followed discussion on the treatment of hypertension. 
M. Rosenheim (London) stressed the importance of 
unilateral renal disease in the etiology of severe hyper- 
tension. The most useful test in diagnosing this con- 
dition was an intravenous pyelogram. The finding of 
a functioning, unilateral small kidney promised a good 
therapeutic result after nephrectomy. Where the small 
kidney was non-functioning, relief of hypertension by 
nephrectomy was less certain. A _ unilateral small 
kidney was either due to pyelonephritis or ischzemia 
from arterial stricture or obstruction. An aortogram 
was often helpful in recognizing the ischemic kidney. 

Sir George Pickering (Oxford) was less enthusiastic 
about the results of unilateral nephrectomy, since in 
chronic bilateral pyelonephritis the kidneys were often 
unequal in size and removal of the smaller kidney 
would not necessarily .benefit the patient’s hyper- 
tension. He also felt that, in view of the known risks 
of aortography, one should be very cautious before 
having recourse to this test, which should be reserved 
for the young patient with severe hypertension and 
unequal kidneys. 

M. Nickerson (Winnipeg) advised needle biopsy 
of the kidney to help assess renal function in such 
patients, but Genest doubted whether the information 
obtained justified the risk involved. He also said the 
relief of hypertension after unilateral nephrectomy 
was sometimes only temporary, hypertension recurring 
after two years or more. 

There followed a discussion on the medical treat- 
ment of hypertension. E. Paton (London) said that 
the reason why certain ganglion-blocking drugs were 
more prone to produce side effects was not entirely 
understood, but was probably related to the way in 
which they were handled in the body. Rosenheim 
discussed his experiences with the use of the new 
ganglion-blocking agent, britylium (Dorenthin), which 
specifically blocked sympathetic nerves without inhibit- 
ing the parasympathetic nervous system. The early 
trials suggested it was possible to obtain marked 
postural hypotension with this drug, without side effects 
on the eye or bowel. Salt restriction through a rice 
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diet was thought by J. A. Lewis (London, Ontario) 
to be so unpalatable as to be impracticable, since 
patients did not adhere to the prescribed regimen. 
There was no doubt, however, that if a 0.5 g. sodium 
diet was conscientiously adhered to, a satisfactory 
drop in diastolic blood pressure could be obtained in 
many patients. A more promising line of treatment 
was the combination of ganglion-blocking agents with 
chlorothiazide or hydrochlorothiazide. The panel 
generally agreed that this combination of drugs in 
medical therapy of hypertension was proving useful. 

Sir George Pickering said that malignant hyper- 
tension should be regarded as a medical emergency. 
He defined malignant hypertension as a condition in 
which there was hypertensive neuroretinopathy and 
rapidly progressive renal failure. Periarteritis nodosa 
and disseminated lupus erythematosus should be ex- 
cluded in the differential diagnosis. Nickerson outlined 
the treatment for this condition with ganglion-blocking 
agents and hydrochlorothiazide and stressed the fact 
that high blood pressure per se was responsible for a 
number of the complications of this disease. Rosenheim 
agreed that it was important first to get the blood 
pressure under control, but stressed that a treatable 
cause should then be carefully sought, such as a 
phzeochromocytoma or renal disease. 

Lastly, Lewis discussed the treatment of symptom- 
less mild benign hypertension. It was important to 
reduce obesity, where present. The sedative effect of 
barbiturates, in particular phenobarbitone, was prob- 
ably preferable to the use of reserpine in such patients, 
in view of the frequency of serious depression as a 
complication of reserpine therapy. Genest believed 
that reserpine seldom caused depression, provided it 
was used in small doses (under 0.5 mg. daily). It 
was agreed that hypertension in patients of 65 years 
or older, where the rise in pressure was primarily 
systolic, required no treatment. 

In concluding, Genest stressed the importance of 
psychological factors in explaining the sudden onset 
of hypertension and suggested that discovery of the 
cause of mental unrest and its relief was often a basic 
factor in the successful treatment of hypertension. 





SECTION OF CHILD HEALTH 
MONDAY, JULY 20 


Neonatal Hyperbilirubinzemia: 


With the President, Stanley Graham (Glasgow) in 
the chair, A. B. Claireaux (London) opened a discus- 
sion on jaundice in the newborn. Forty per cent of 
newborn babies had bilirubin levels of over 4 mg. %. 
The term physiological jaundice should be rejected, 
as neonatal hyperbilirubinemia might be not only 
dangerous but fatal. Bilirubin was not toxic to the 


‘brain once it was conjugated in the liver to glucuronide 





by transferase. The danger of kernicterus was therefore 
from non-obstructive jaundice due to liver immaturity, 
hemolytic disease, and occasionally to congenital 
spherocytosis and congenital familial non-hzmolytic 
jaundice. Obstructive jaundice was rare from con- 
genital syphilis or pyogenic infection, but might result 
from biliary atresia, the inspissated bile syndrome late 
in hemolytic disease, galactosemia, cytomegalic in- 
clusion-body disease, herpes simplex infection, or so- 
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had been reported as causing kernicterus. 


W. Walker (Newcastle-upon-Tyne) said that hemo- 
lytic disease was the commonest cause of dangerous 
jaundice. It affected 5-6 per thousand live births, and 
one of these cases would be fatal if untreated. The 
national mortality was still 0.5 per thousand, and 200 
out of the 350 yearly deaths were probably avoidable. 
In Newcastle, the survival rate in 974 affected live- 
born infants after early exchange transfusion was over 
96%, and no deaths from hzmolytic disease occurred 
in the 402 other babies not given exchange transfusion. 
Any baby developing jaundice within the first 24 
hours of life should be considered as having hemolytic 
disease until proved otherwise. 


J. P. Bound (Liverpool) said that, with the reduction 
in dosage of vitamin K, kernicterus in prematurity was 
uncommon though still a danger. Only two cases had 
occurred among about 4000 premature infants surveyed 
in a British inquiry in March 1958 (perinatal mortality 
survey). About 4% of 350 premature infants in his 
area probably developed bilirubin levels over 18 mg. 
%, of whom only one received exchange transfusion, 
and none died. No sequelz had so far been reported. 
He had now raised the threshold for transfusion from 
18 te 30 mg. %, except with a history of birth or post- 
natal hypoxia or if suspicious symptoms developed. 
The incidence of deep jaundice seemed to fluctuate 
in various centres, and the key to this might lie in 
differing methods of perinatal care; this required 
further investigation. 


School Health Services: 


H. Medovy (Winnipeg) advocated a drastic altera- 
tion in the present system of school medical examin- 
ation. In Winnipeg, a city with 50,000 children, the 
time-honoured methods whereby a cursory examination 
of probably 30-40 children had to be carried out within 
two hours was replaced by yearly visual examinations 
by teachers, with expert eye-testing on entry, at 
three-yearly intervals and after a child showed any 
difficulty with lessons. Audiometry was done routinely 
at nine years. A health questionnaire was completed 
by children and parents at 13 and 16 years, and only 
those children in whom abnormalities were reported 
or about whom the teacher was worried were medically 
examined completely and individually. Health educa- 
tion of teachers was encouraged by bi-weekly pamph- 
lets and regular discussion groups. 


A short paper on the prognosis of asthma in child- 
hood was read by Collins-Williams (Toronto). He 
stressed the frequency of childhood asthma in Canada 
and the benefits of a planned regimen by which 88% 
of 152 asthmatic children had been improved. The 
differential diagnoses included wheezing from chest 
infections, foreign bodies, mucoviscidosis, and con- 
genital laryngeal stenosis. From his figures, allergy 
appeared to play a larger part in Canada than in 
Britain; the value of psychotherapy, diet and regular 
medication was also stressed. 





called congenital hepatitis. Of these, only the latter. 
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SECTION OF MEDICINE 
TUESDAY, JULY 21 


With J. R. Lemieux (Quebec) in the chair, the 
session was devoted to the presentation of short papers 
by Canadian speakers. 

E. F. Brooks (Toronto) discussed and classified 
the common causes of coma and described his method 
of approach to diagnosis. The coma could be due 
to pithological conditions inside the skull, such as 
epilepsy, cerebral trauma, apoplexy, cerebral inflam- 
mations and cerebral tumours. Alternatively, it could 
be caused by conditions outside the skull, either in 
the form of circulating toxins (diabetes, uremia, 
hypoglyczemia and cholemia), or of extrinsic poisons 
such as morphine, barbiturates, bromides, carbon 
monoxide and alcohol. Methyl salicylate, when taken 
orally, could cause the insidious onset of severe lethal 
acidosis. Rarer causes of coma included porphyria, fat 
embolism, and acute pancreatitis. The presence or 
absence of hyperpyrexia, glycosuria, or high or low 
blood pressure could be of diagnostic value. 

F. S. Brien (London, Ontario) described some of 
the pitfalls in diagnosis of phzochromocytoma. It 
had been observed by Smithwick that in a small 
number of cases of intractable hypertension coming 
to operation, unsuspected adrenal medullary tumours 
were found. In this disease the hypertension could 
either be paroxysmal or sustained. Special investigations 
could not replace a complete clinical examination. 
Hypertensive crises could also occur in essential hyper- 
tension and the symptoms of anxiety states, hysteria, 
and hypoglycemia could mimic those of phzochromo- 
cytoma. Attacks usually increased in frequency as the 
tumour grew larger. Loss of weight was sometimes 
observed. Up to 20 attacks in the day had sometimes 
been noted, and they could last either minutes or 
several days at a time, leading to a state of exhaustion. 
Clinical examination was usually negative, although 
a tumour might sometimes be palpable. 

Screening procedures involved the use of histamine, 
Regitine and mecholyl. The provocative use of hista- 
mine could be hazardous, but the hypertensive attack 
could also be cut short by the timely administration 
of Regitine. False positive results could be found in 
uremia, or if the patient had received sedative or 
hypotensive ‘drugs. Technical difficulties were some- 
times encountered in the estimation Of catechol amines, 
and an elevated level was sometimes found in anxiety 
states and essential hypertension. Bananas must be 
excluded from the diet, as they contain these amines. 
Intravenous pyelography and retroperitoneal pneumo- 
graphy were sometimes useful in diagnosis. In con- 
clusion, the speaker reminded his audience that 
phzochromocytoma was occasionally familial, some- 
times multiple, and might be associated with neuro- 
fibromatosis. 

R. B. Kerr (Vancouver) reviewed 193 cases of 
pneumonia at the Vancouver General Hospital, 10% 
being due to staphylococcal infection. Staphylococcal 
pneumonia had first been recognized at the end of 
the 19th century, and in 1919 it was a frequent sequel 
to influenza. The disease was probably liable to appear 
in the debilitated patient as a terminal event and was 
of serious import in infants. He divided his cases 
into a primary group, those in whom the disease was 
superimposed on chronic respiratory illness, post- 
operative and terminal. The mortality rate was particu- 
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larly high in the second and third categories; many 
patients were infected with staphylococci before entry 
to hospital. The disease could be mild or fulminating. 
Fever was usually remittent and resolved by lysis. 
Most patients were in the older age groups, and the 
majority did not recover. The patchy bronchopneumonia 
Was more extensive on x-ray than at clinical examina- 
tion. Abscesses might form and emphysematous blebs 
were sometimes seen. The diagnosis could be confirmed 
bacteriologically, a pure growth of Staphylococcus 
aureus being obtained. He had found this organism 
to be sensitive only to erythromycin and chlorampheni- 
col, while few cases would respond to penicillin. 
Pathologically, a necrosing inflammatory process was 
found with abscesses either visible to the naked eye 


or on microscopic examination. In children empyema-- 


Was sometimes encountered. If the patient survived, 
late sequelz were unusual, and if he survived for 10 or 
11 days, he would probably recover. Conventional 
treatment with oxygen and attention to fluid balance 
and nutrition was given, supplemented by intensive 
antibiotic therapy which depended on the sensitivity 
of the organism. In most cases chloramphenicol, ery- 
thromycin, and vancomycin gave good results, and 
100-300 mg. hydrocortisone intravenously daily was 
often helpful. Staphylococcal antitoxin and gamma 
globulin had sometimes been given. Tracheotomy 
might be needed if the sputum was thick and tenacious. 
The patient should be isolated, and his bedding steri- 
lized, human carriers eliminated, anzsthetic equip- 
ment sterilized, and wet methods used in dusting and 
cleaning wards. 

R. M. Macdonald (Halifax, Nova Scotia) said the 
cough syncope syndrome was unique in that it was 
probably better known to patients than their doctors. 
It had been described as long as 100 years ago and 
was known to Charcot as “laryngeal vertigo”. In 1949, 
Baker had been able to collect 100 cases, describing 
nine of his own. The speaker considered that the 
syndrome was probably not very uncommon and that 
family doctors would see most cases. He had been 
able to collect and study a series of 66 cases and had 
noted that the patieat was usually an overweight 
male, who smoked heavily and suffered from chronic 
bronchitis and emphysema. Only 30% of his patients 
were female. Nearly all cases showed some reduction 
of ventilatory capacity. The EEG was normal—the 
disease had nothing to do with epilepsy. Other lesions 
which might be responsible for syncope were rarely 
present, and during unconsciousness serious injuries 
rarely ensued. In treatment it was important to elimin- 
ate precipitating factors and the patient should be 
reassured and advised to moderate the course of his 
cough paroxysm. The syncope was thought to depend 
on impaired cardiac filling from rise in intrathoracic 
pressure with poor cardiac output and _ resulting 
cerebral hypoxia. 

W. A. Oille (Toronto) discussed the basis of 
unconsciousness in the syncope sometimes encountered 
in cardiovascular disease. Most Stokes-Adams attacks 
were known to result from coronary artery disease. 
The speaker had been particularly interested in those 
rare patients in whom attacks of unconsciousness might 
be attributed to vagal hyperactivity. He described the 
case of an elderly woman who for many years had 
had 10 to 20 syncopal attacks each week. She was 
conscious of irregular heart action before losing 
consciousness. Emotion and menstruation were pre- 
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disposing factors and syncope could be brought on 


by eating and coughing. ECG showed A-V nodal 
block, yet clinical examination was quite negative. 
Tests with prostigmine and atropine suggested left 
vagal overactivity, after nerve section in the neck the 
attacks ceased and had now been absent for nine 
years. Another" patient, a young man, had for several 
years been conscious of attacks of tachycardia, 
later associated with syncope. Clinical examination 
was negative, but ECG on different occasions showed 
sinus bradycardia with sinus arrest, or auricular tachy- 
cardia. Diagnostic tests suggested hyperactivity of 
the right vagus, and again section of the nerve freed 
the patient from attacks. The speaker commended 
these diagnostic tests and pointed out that left or 
right cervical vagotomy did not cause any significant 
disability. 

J. Gemmell (Winnipeg) described clinical mani- 
festations and appropriate diagnostic tests in hyper- 
thyroidism. He recalled Graves’s triad of eye signs, 
goitre, and evidence of hypermetabolism. Gynzeco- 
mastia was sometimes seen. Occular signs could be 
unilateral or bilateral. Lid retraction might precede 
clinical evidence of frank hyperthyroidism as the only 
presenting symptom. Weakness of the extra-ocular 
muscles could sometimes be demonstrated. Nervous 
weakness and fatigue were frequent symptoms and 
were attributed to excess circulating thyroid hormone. 
As they were non-specific, these symptoms were of 
little diagnostic value. He regarded the weight loss 
which occurred in 90% of patients as important in 
making the diagnosis, particularly if a history of in- 
creased appetite could also be obtained. However, 
younger patients often lost little or no weight. Older 
patients were frequently apathetic, depressed and 
akinetic, and in them cardiac disease was often found. 
Any patient in whom heart disease was associated 
with the presence of a goitre should be suspected of 
having hyperthyroidism. Myopathy was seen most 
often in middle-aged men. The affected muscles were 
weak and wasted and the facial muscles were often 
lax and flaccid. A “frozen shoulder” was sometimes 
associated. The presence of emotional lability could 
cause difficulty, both in diagnosis and in management, 
but in his opinion emotional factors were not important 
in etiology. Factitious hyperthyroidism might result 
from the ingestion of desiccated thyroid gland. Special 
diagnostic tests would not be required in obvious 
clinical cases, except to assess progress. When the 
diagnosis was in doubt, he recommended estimation 
of the 24-hour uptake of radio-iodine, protein-bound 
iodine, basal metabolic rate (B.M.R.) The first of 
these tests could be completed in 15 minutes and 
could be recommended for screening purposes. It 
was reliable in diagnosis of 85% of cases. The B.M.R. 
was also useful and reasonably accurate when carefully 
done, but could not be advised for routine screening 
of patients. If doubt still remained, the triiodothyronine 
suppression test was. useful in confirmation. 
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SECTION OF OBSTETRICS 
AND GYNAECOLOGY 
TUESDAY, JULY 21 


The Third Stage of Labour: 


D. B. Fraser (London) gave the opening paper 
on the management of the third stage of labour. He 
reminded his audience by historical references that 
the problem of the third stage had always been whether 
the attendant should be active or passive. Two 
hundred years ago it was the practice to pull on the 
cord and manually remove the placenta. Later the 
influence of Smellie and others led to a conservative 
approach, the third stage being left to itself except 
when the physiology of placental separation was ab- 
normal. Interference was then reserved for cases 
attended by hemorrhage or undue prolongation of 
the third stage. More recently, development of the 
effective oxytocic ergometrine had resulted in a new 
phase of active interference whereby the third stage 
might be eliminated by giving this drug at the close 
of the second stage. 

He thought it illogical to inflict this drug as a 
routine on an efficient physiological process, with the 
resultant possibilities of active uterine retention of 
the placenta or of an undiagnosed second twin. The 
woman who delivered herself of her baby would, if 
given the chance, nearly always deliver the placenta 
without complications. The normal case should be 
differentiated from the potentially abnormal, and 
prophylactic intravenous ergometrine should be re- 
served for women who seemed to be more likely than 
most to bleed in and after the third stage, such as 
those with a history of hemorrhage in a previous 
labour, those with twins and hydramnios, and those 
whose jabours had been prolonged or been terminated 
under general anzsthesia. 

J. K. Feeney (Dublin) listed no fewer than 25 
complications of pregnancy with which there might 
be associated clotting defects of blood, but concen- 
trated on those with special relevance to the third 
stage. Hypofibrinogenzemia was rare but important 
because likely to be fatal unless promptly diagnosed 
and promptly treated. He believed that iso-immuniza- 
tion was of some importance in the production or 
aggravation of hypofibrinogenemia. The specific 
remedy was reconstituted dried human fibrinogen or 
triple-strength plasma, but use of the latter involved 
some risk of homologous serum jaundice. Of the rapid 
bedside tests for fibrinogen depletion, simple clot 
observation, Schneider’s test, and the fibrinogen index 
were the most convenient. In accidental haemorrhage 
the damaged placenta and decidua were rich in throm- 
boplastin; the latter entered the maternal circulation 
and caused the laying down of fibrin in the vascular 
bed of the uterus, with depletion of circulating 
fibrinogen faster than the liver could replace it. He 
believed that if the uterus in accidental hzmorrhage 
was tender, some degree of clotting defect was already 
present. The critical level of plasma fibrinogen for 
hemorrhage was about 100 mg. %. With retention 
in the uterus of a dead fetus, whether due to Rh iso- 
immunization or not, there was also a danger of 
hypofibrinogenzemia, and therefore tests should be 
performed at intervals up to the time of delivery. In 
the rarer conditions of amniotic fluid embolism and 
major vulvo-vaginal hematoma, hypofibrinogenzemia 
might occur and had to be guarded against. 
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C. W. Walker (Cambridge) then discussed the 
third stage from the viewpoint of a general practitioner- 
obstetrician. The three dangers were sepsis, shock 
and hemorrhage. In the home, sepsis was prevented 
primarily by the use of soap and water and antiseptics. 
With the patient.in the left lateral position during the 
third stage and a sterile towel placed over her 
abdomen, the doctor could guard the fundus and still 
be in a good position to prevent wound infection. In 
his 573 home deliveries the perineal sepsis rate was 4%. 

With regard to shock, there seemed to be some 
cases where prostration after delivery, probably 
psychogenic, caused uterine laxity and sc hemorrhage. 
Passing the baby as soon as born up to the mother 
prevented this by stimulating an immediate maternal 
interest. Of his 573 parturients 35 (6%) had bled 
sufficiently to cause anxiety. Even if all primagravide 
and all multiparz with a history of previous postpartum 
hemorrhage were excluded from domiciliary confine- 
ment, 2.2% of those delivered at home would have 
significant bleeding although only a quarter of them 
would require transfusion. The basic treatment was 
the same in hospital or home: to empty the uterus, 
stop the bleeding, and replace the blood loss if 
necessary. 


A. W. Andison (Winnipeg) reminded the audience 
that the third stage of labour was the most dangerous 
one. In 1954-56, 117 women in Canada died from 
retained placenta and/or postpartum hzemorrhage— 
12% of all maternal deaths. But in 1950-58 in the 
Winnipeg General Hospital only one patient had been 
lost in this Way out of over 33,000 vaginal deliveries. 
Effective oxytocics, better anzsthesia, wider use of 
regional analgesia, abandonment of high forceps and 
heroic vaginal operations, and of Crédé’s manoeuvre 
had all reduced the risks of the third stage. Bleeding 
in the third stage, unless perineal, called for immediate 
delivery of the placenta. In the absence of bleeding, 
the duration of the third stage should not be allowed 
to exceed 30 minutes before the placenta was manually 
removed. But if the patient with a retained placenta 
was deeply shocked, her general condition must be 
improved before this operation was performed, intra- 
venous ergometrine being given to control any bleed- 
ing in the interim. 

The best emergency treatment for bleeding after 
delivery of the placenta was bimanual abdominal 
massage of the uterus. If the bleeding continued or 
recurred thereafter, the uterine cavity should be ex- 
plored. Subsequently a pitocin drip would maintain 
uterine tone, but it should not be used if the woman 
had had cyclopropane anesthesia. In postpartum 
collapse not due to obvious hemorrhage, concealed: 
bleeding must be excluded, while inversion of the 
uterus could be diagnosed only by vaginal examination. 
In dealing with all postpartum complications, speed 
was everything. 


Prematurity: 


C. Tupper (Halifax, N.S.) stated that prematurity 
accounted for over 28% of perinatal mortality. In 60% 
of cases of prematurity the cause was not discovered. 
Where a causal factor was found, antepartum 
hzemorrhage (18.6% of the total), toxemia (10%), and 
multiple pregnancy (6.5%) were the leading compli- 
cations. Twice as many mothers of prematures .as 
mothers of mature babies had had a previous abortion 
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or premature labour. This suggested a close relationship 
between abortion and premature labour. In his depart- 
ment they had found that abortion might be of the 
nature of a collagen disease, probably psychosomatic 
in origin. Certainly women with habitual abortion 
given close psychological support throughout pregnancy 
showed a much higher fetal salvage rate than others. 
Emotions played a large part not only in spontaneous 
_ abortion, but probably also in premature labour. In 
28 of 43 cases of prematurity, the placenta had shown 
proliferative collagen lesions and the maternal serum 
had contained a sheep’s red cell-agglutinating factor. 
These findings suggested that abortion and premature 
labour might reflect the response of the pregnant 
woman to stress. 


F. E. Bryans (Vancouver, B.C.) said that premature ~~ 


babies represented the most hopeful group for salvage 
from reproductive wastage. Advances in pediatrics 
had reduced mortality and morbidity among these 
babies but had made little impact on the incidence of 
prematurity. The known causes were grouped into 
maternal and fetal-placental. The former group was 
further subdivided into conditions present before preg- 
nancy, such as hypertension or diabetes or local ana- 
tomical abnormalities, and complications of pregnancy, 
notably toxzemia and Rh iso-immunization but including 
mistimed elective section. Close antenatal supervision 
improved the results in hypertension, diabetes, and 
toxzemia, and reduced the incidence of abruptio 
placentze, but in all of these premature inductions 
might be needed in the interest of mother or baby. 
Incompetence of the cervix could be recognized and 
treated surgically, but it was more important to prevent 
it by avoiding surgical procedures likely to cause it. 
In Rh iso-immunization a means of preventing antibody 
formation was still being sought, but routine induction 
of premature labour was unrewarding. 

In the fetal-placental group multiple pregnancy 
was a major factor. Hospitalization over the 32nd-35th 
week might prevent premature labour at a time when 
the baby would be in greatest hazard. In placenta 
previa expectant treatment was often life-giving for 
the fetus. But the 60% of cases of unknown causation 
presented the great challenge. Improved socio-eco- 
nomic conditions would be beneficial but there was 
much purely obstetrical research still to be done. 

From the obstetrician’s point of view, premature 
labour required skilful conduct. Over-sedation was 
to be avoided and regional preferred to general anzs- 
thesia. Forceps should be employed only when the 
head was low but episiotomy should be a routine. 

Pzediatric aspects of prematurity were reviewed by 
P. R. Swyer (Toronto). Over 60% of the total neonatal 
mortality in Canada in 1956 was in premature babies. 
In some groups, such as toxzemia or birth injury, there 
was a special problem apart from the prematurity. 
The specific hazards of prematurity were mainly pul- 
monary, with atelectasis and hyaline membrane disease 
outstanding, but metabolic disorder was not uncom- 
mon. Most of these babies died within the first 24 
hours, so that treatment must be urgent. The chances 
of survival depended on length of gestation as well 
as on birth weight. Among the survivors there was a 
serious incidence of neurological damage, especially 
if the birth weight were below 1500 g. The task of 
the pediatrician, therefore, was to increase not only 
the survival rate, but the number of healthy normal 
survivors. Much research was being directed to these 
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ends. The puny premature was often unable to make 
the muscular effort to develop the high negative pres- 
sure needed to initiate air entry. The routine inflation 
of the lungs of all small prematures by endotracheal 
intubation and controlled positive pressure was there- 
fore worthy of consideration. In regard to hyaline 
membrane formation, the level of pulmonary capillary 
pressure might be important, and the part played 
by defective production of norepinephrine was still 
being studied. In the meantime artificial respirators 
were being designed, and the use of the cord as a 
means of adding a pump oxygenator to the neonatal 
circulation was being tried in experimental animals. 





SECTION OF OPHTHALMOLOGY 
ROUND-TABLE CONFERENCE: 


THE MANAGEMENT OF 
PRIMARY GLAUCOMA 
THURSDAY, JULY 23 


D. Rosen (Kingston) discussed the importance of 
early surgical treatment in cases of narrow angle 
glaucoma before the development of corneo-iris contact 
with the ultimate formation of peripheral anterior 
synechie and closure of the filtration angle, or before 
the persistent rise in intraocular pressure led to structu- 
ral changes even in the absence of angle closure. The 
value of peripheral iridectomy at an early stage was 
emphasized, and G. I. Scott (Edinburgh) endorsed 
this view, particularly as the operation was relatively 
free from complication. J. V. V. Nicholls (chairman, 
Montreal) considered that the rise of tension which 
followed prolonged reading in certain cases of narrow 
angle glaucoma was a useful simple diagnostic test. 
E. S. Perkins (London) reviewed some salient points 
in open angle glaucoma, and emphasized the absence 
of symptoms in many cases despite an advanced 
state of the condition. An assessment of the intraocular 
pressure was of great importance, but there was 
evidence that a consistent rise of tension was confined 
to advanced cases only. The factor of scleral r’gidity 
in a determination of the intraocular pressure was 
ill understood and Rosen considered that the applana- 
tion tonometer was less susceptible to error in this 
respect than the conventional Schiotz tonometer. 


H. Reed (Winnipeg) discussed the value of a 
careful assessment of all cases of primary glaucoma 
by gonioscopy and tonography. He also advocated 
the routine use of the tonometer in all patients over 
the age of 40 years, and this was supported by R. T. 
Hayes (Saint John, N.B.), who indicated that recent 
figures gave an incidence of glaucoma in 2% of the 
adult population. E. G. Mackie (Sheffield) illustrated 
the importance of obtaining a comprehensive under- 
standing of the patient, particularly in view of the 
known vasomotor instability in cases of glaucoma; 
drugs that lowered systemic blood pressure often 
also lowered intraocular pressure. 


This review of the Scientific ponents will be continued 
in our issue of September 1.—ED 
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MEDICAL MEETINGS 


SOCIETY OF NUCLEAR MEDICINE 


The Sixth Annual Meeting of the Society of Nuclear 
Medicine took place on June 17-20 in Chicago. The 
well-attended program reflected the multifaceted in- 
terests of this new discipline; the problems ranged 
from purely technical aspects of nuclear medicine to 
new diagnostic or therapeutic applications of labelled 
compounds. In the first group, closed TV circuits used 
in connection with radioisotope scanning of the liver 
allowed the visualization of liver tumours and even of 
gallstones and added a spectacular note to a highly 
technical display (Bender and Blau, Buffalo, N.Y.). On 
the other hand, magnetic tape was connected to devices 
recording fast phenomena, a procedure especially use- 
ful for radioisotope techniques in cardiology (Albert, 
Washington, D.C.) The Geiger counter seems to be 
completely obsolete, and liquid scintillators invade all 
fields in diagnosis and research; a strange feeling is 
experienced at the sight of a total body counter, a 
casket-like tube in which -a patient is placed for the 
measurement of total body radioactivity. This technique 
will apparently be used for the measurement of total 
radioiodine retention, total exchangeable Na‘, etc. For 
the time being, its price is prohibitive for routine tests 
(Lushbaugh, Los Alamos, N.M.). 


In diagnostic procedures, in vivo radioiodine tests 
for thyroid function tend to be completed and some- 
times replaced by in vitro tests, the most favoured to 
date being the uptake of labelled triiodothyronine by 
red cells; when the few technical difficulties of this 
test are resolved, the practitioner will have at his 
disposal a rapid in vitro test applicable to every cate- 
gory of patient, including pregnant women and infants 
(Koons, USN, Bethesda, Md.; Elrick, Denver, Colo.). 


Cardiovascular physiology benefits continuously from 
radioisotope techniques: inhalation of methyl radioio- 
dide during cardiac catheterization allowed the deter- 
mination of left-to-right cardiac shunts and the apprec- 
iation of their size (Marvin, Minneapolis, Minn.). 

Cardio-portal and peripheral circulation are accurately 
determined with radioactive albumin (Crespo, Cleve- 
land, Ohio, and Mena, Los Angeles), Perhaps more 
promising are investigations in atherosclerotic diseases, 
attempting to correlate metabolic disturbances with 
clinical findings. Ingestion of radioactive neutral fats 
constitutes a reliable test for detection of disturbances 
of fat absorption in atherosclerosis: fat absorption is 
faster and lasts longer in atherosclerosis, a fact of im- 
portance when the effect of diet is to be assessed (Berk- 
ovits, Philadelphia, Pa.), An interesting approach is the 
radiocalcium study of genesis of aortic plaques; aortic 
intima has the ability to bind calcium, probably directly 
related to its collagen content. This property is critical 
for the stability of serum lipoproteins, and perhaps in 
some cases the primary biochemical lesion is the in- 
crease of aortic calcium, leading to the well-known 
disturbance in the colloidal state of lipoproteins (Fells, 
Chicago, IIl.). 

In kidney diseases, the radioactive Diodrast test has 
been improved by replacement of the contrast medium 
with Myokon, a compound which is not \taken up by 
the liver, therefore eliminating an important cause of 
error (Taplin, Los Angeles, Cal.). Some new aspects 
were presented in therapy with labelled compounds. 
Condensed mineral phosphate 32 has been used with 
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some promising results in cancer of the prostate (Kap- 
lan, Chicago, IIl.). Yttrium 90 chelated with an excess 
of EDTA has been used with good effects in poly- 
cythzmia (Greenberg, Long Island, N.Y.). A “radioactive 
therapeutic cocktail” composed of P%?, Y%, Ir, Co®, - 
Au?’ is being used for cancer in a patient (Ariel, New 
York, N.Y.). 


The papers were completed by four very well at- 
tended teaching sessions, dealing with scanning tech- 
niques, diagnosis and treatment of thyroid and hzema- 
tological diseases (Bauer, Los Angeles; Beierwaltes, Ann 
Arbor, Mich.; Johnson, Chapel Hill, N.C., and Thomas, 
Palo Alto, Cal.). A symposium on teaching and training 
in nuclear medicine, a yearly event by now, discussed 
the problems involved in training personnel at every 
level (Sternberg, Montreal, and King, Bethesda, Md.). 


Statistics on the use of radioisotopes in the U.S.A., 
presented by Dr. Aebersold from the USA Atomic 
Energy Commission, emphasize the importance given 
by government agencies to nuclear medicine problems: 
2500 medical research grants imply a great use of 
radioactive isotopes; the number of annual shipments 
far surpasses the 200,000 mark, an astonishing evolu- 
tion of a relatively young technique even for our epoch. 
This leaves the Canadian reader somewhat thoughtful 
and puzzled at the difference in attitude towards nu- 
clear medicine in these two great countries: whereas 
south of the border the reality of nuclear medicine has 
been translated into numerous full-fledged departments 
in hospitals and a few chairs in universities, north of 
the border the advocates of this specialty of the future 
encounter little enthusiasm. 


The problem of radioactive fall-out and its implica- 
tions in view of the newest data were analyzed at the 
annual banquet by the guest speaker, Dr. Charles Dun- 
ham, director of the Division of Biology and Medicine 
of the USA Atomic Energy Commission. 


In conclusion, it was a lively meeting, worthy of the 
interest shown by the persons who attended it. Can- 
adians were well represented at the meeting, both in 
attendance and presentation of papers. JS. 





LETTERS TO THE EDITOR 


FLUORIDATION OF COMMUNAL 
WATER SUPPLIES 


To the Editor: 


Dr. C. P. Harrison, referring to fluoridation of com- 
munal water supplies (Canad. M. A. J., 81: 128, 1959), 
suggests that enforcement of a health measure by 
society for an illness which he considers no menace to 
that society constitutes state control of the patient. 

This contention ignores the very basis of existence of 
the dental profession, not to mention substantial mili- 
tary and public health dental services, which could 
not persist without individual and group concern in 
our population over dental ill-health and its sequelz. 
It seems worth recalling that iodization of table salt 
and enrichment of flour were likewise instituted to 
prevent diseases which, while not communicable in the 
accepted sense of the word, were nevertheless regarded 
as sufficiently important public hazards to warrant this 
type of action. 
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Dr. Harrison seems to infer that communicability is 
the paramount criterion in judging the importance of a 
health problem to society. This fails to take into ac- 
count the true socic-economic significance of dental 
ill-health in Canada. Latest information (1958 Cana- 
dian Dental Association Survey of Dental Practice in 
Canada) indicates that less than 34% of the population 
had access to dental service of any kind in that year at 
a national cost of just under $100 million. This already 
represents a very substantial portion of every health 
dollar spent. Yet with increasing population, no diminu- 
tion in the incidence of ever-recurring dental caries, 
and rising demand for dental health care, what practical 
hope is there of closing the widening gap between ef- 
fective supply and demand for dental health care? 


Even if this were possible at existing inflated levels of -- 


incidence and prevalence of dental disorders, one 
must surely question the wisdom of diverting personal 
and public funds from other productive areas of the 
economy to this field. 


In the light of these facts, the justification for quanti- 
tative reduction of the present level of dental ill-health 
through the application of an effective mass preven- 
tive is therefore eminently logical. There is nothing 
dictatorial in this concept, since fluoridation cannot be 
adopted by any community without first passing through 
all the traditional democratic processes. — 

F. H. Compton, D.D.S., Director, 
Division of Dental Services. 
Department of Public Health, 
465 Bay St., Toronto 2, 
July 23, 1959. 





MYOCARDIAL NUTRITION AFTER THE 
IVALON SPONGE OPERATION 


To the Editor: 


Dr. Vineberg’s recent article (Canad. M. A. J., 80: 
948, 1959) reviewed excellently Wearn’s classic 
researches on the arterio-luminal and arterio-sinusoidal 
vessels of the heart and reopened a most interesting 
and still controversial aspect of coronary arterial dis- 
ease. Dr. Vineberg’s concept of the possible myocardial 
nutritive role of these accessory myocardial channels 
was a very live issue 30 years ago, and for many years 
before that, had been much discussed and investigated. 
Some of the relevant papers are listed in my article 
“The Reestablishment of Cardiac Circulation during 
Progressive Coronary Occlusion” (Am. Heart J., 10: 
533, 1935). When given in New York, this paper pro- 
voked a spirited discussion on the possibilities of 
myocardial nutrition by ebb and flow from the ven- 
tricular cavities or from the coronary sinus. 


This is still a fascinating problem, illuminated though 
it be by such splendid papers as Dr. Vineberg’s series. 
In spite of various papers showing that blood does 
enter myocardial sinusoids, we still do not know whether 
such flow is functionally useful. The disconcerting 
thing about all the various myocardial revascularization 
experiments, animal or human, is the way in which 
many varying major or minor procedures seem to mini- 
mize the effects of coronary closure in some series but 
not in others, and always in a varying degree. One sus- 
pects, from the results of numerous “fake” experimental 
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procedures, in which some minor operation such as 
pericardotomy seems to stimulate intercoronary anas- 
tomoses just as efficiently as some major procedure 
such as internal mammary artery implant, that the 
readiness of intercoronary vessels to open and provide 
an accessory circulation is an important factor in ac- 
counting for the variable results, especially in the dog. 
Variations in coronary anatomy account for some of 
the varying results; many workers have pointed out that 
the mortality rate from high ligation of the anterior 
descending branch of the left coronary artery in the 
dog varies from almost 0 to 100% in different series. 
Among other variables myocardial metabolism must 
play a part. Perhaps some hearts “learn” to function 
on poor nutrition. 

Lastly, Dr. Vineberg (Canad. M. A. J., 78: 871, 
1958) wondered if some of the hearts reported to 
have survived when the main coronary vessels were 
closed were actually nourished by accessory or aberrant 
coronary vessels. Such vessels may be overlooked or not 
injected because cannula may have blocked them or 
missed them. My papers “Vascularization of the Thor- 
acic Aorta” (Arch. Path., 8: 881, 1929) and “The Vas- 
cularization of the Epicardial and Periaortic Fat Pads”, 
(Am. J. Path., 6: 209, 1930) showed that if coronary 
injection was done through an aortic cannula these 
aberrant vessels, and other interesting vessels, might 
be shown. The aortic valve cusps must be closed with 
clips. Whether the large vessels illustrated in these 
papers actually were the deciding factor in the sur- 
vival of the hearts is debatable. Commonly one sees a 
large open coronary vessel traversing an infarcted area 
which has become necrotic because the smaller vessels, 
which ultimately nourish the cells, have not carried 
enough nutrition efficiently to the part; and many 
reports are extant of cardiac infarction due to coronary 
insufficiency, no actual coronary occlusion being pres- 
ent. Pressure gradients, the balance between coronary 
inflow and resistance, and many other factors, all hard 
to assess, make the problem extremely provocative. 
170 St. George St., H. F. Ropertson, F.R.C.S. 
Toronto, Ont., 


July 23, 1959. 
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DR. ROBERT HENRY BAKER of Harrow, Ont., 
died on June 30. Dr. Baker was born in Kent 
County on November 23, 1891. After obtaining 
his primary and secondary education in Ridgetown 
and serving four years as an apprentice in a drug 
store, he commenced the study of medicine in the 
University of Toronto, graduating in 1918. He served 
with the army from June 1918 to March 1919 and 
also from 1940 to 1942. He commenced the practice 
of medicine in Harrow in 1921. During the succeeding 
years he was appointed as a coroner for Essex County. 
While convalescing from an attack of coronary throm- 
bosis, he studied for and obtained the Diploma in 
Public Health from the University of Toronto. 
Dr. Baker is survived by his widow and a sister. 
J.W.B. 


DR. G. W. BRUNER, 56, died at his home in Leaming- 
ton, Ont., on July 5. He was born at Ruthven, Ont., 
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and graduated in medicine from the University of 
Western Ontario in 1927. He pursued further training 
at St. Mary’s Hospital in Detroit during 1927-1928, 
and spent various periods of study in Ann Arbor on 
different aspects of the practice of medicine. 

He commenced practice at Algonac, Michigan, in 
1929, and in Dearborn, Michigan, in 1930, and went 
in 1931 to Leamington, where he had carried on prac- 
tice until the time of his death. He was co-founder of 
the Leamington Clinic and a member of the Essex 
County Medical Society. 

Dr. Bruner is survived by his widow, a son and a 


daughter. J.W.B. 


DR. WILLIAM GILLESPIE, 77, died on June 18 in 
the Kitchener-Waterloo Hospital after a short illness. 
Born in Seaforth, Ont., he received his medical educa- 
tion at the University of Western Ontario, where he 
graduated in 1909. After interning in Jackson, Mich., 
Dr. Gillespie practised in Baden for ten years before 
moving to Kitchener in 1919. 


He is survived by his widow, a son and a daughter. 


DR. A. H. PREVOST, 82, died in Montreal on June 13. 
A native of St. Isidore, Laprairie, P.Q., he received 
his medical degree from Laval University, Montreal, 
in 1903. For several years Dr. Prévost practised surgery 
at the Hotel-Dieu Hospital, and when later he special- 
ized in pediatrics, he became district superintendent 
of the child hygiene division of the City of Montreal. 
He retired in 1951. 


Dr. Prévost is survived by his widow and two sons. 


DR. SAUL RAXLEN, 47, died in the Doctors’ Hos- 
pital, Toronto, on June 15 after a long illness. He was 
born in Toronto and graduated in medicine from the 
University of Toronto in 1936. After interning, he 
formed the Raxlen Clinic with his three brothers and 
later, with them, established the Doctors’ Hospital. 
During World War II Dr. Raxlen served with the 
R.C.A.M.C. and attained the rank of major. 


He is survived by his widow, a son and a daughter. 


DR. L. G. ROWNTREE, 76, died in a Miami hospital, 
Florida, on June 2. A native of London, Ont., he 
graduated in medicine from the University of Western 
Ontario in 1905 and interned at the Victoria Hospital. 
He later joined the Johns Hopkins Medical School and 
from there went to the faculty of the University of 
Minnesota. In 1920 he was appointed chief of the 
medical staff and director of clinical research at the 
Mayo Clinic, Rochester, Minn. Dr. Rowntree resigned 
this post in 1931 to become director of the Phila- 
delphia Institute of Medical Research. For his services 
as chief of the medical division, National Headquarters 
of the American Selective Service, during World War 
II, he received the Medel of Merit from President 
Truman. After the Second World War Dr. Rowntree 
moved to Florida, where he became chief medical 
adviser to the American Legion and recently helped 
to establish a medical faculty within the University of 
Miami. 
He is survived by his widow and two daughters. 





ProvinciaL News 273 


PROVINCIAL NEWS 


BRITISH COLUMBIA 


The population of Vancouver, shocked last year by 
the closure of its beaches on account of the high 
pollution from sewage, is now rejoicing because of 
a decision by the Metropolitan Board of Health, given 
through Dr. Stewart Murray, medical health officer, 
that the beaches are to be reopened. 

During the winter and spring a chlorination project 
was installed by the Greater Vancouver Sewage Board, 
which treats the largest sewage outfall on the northern 
or bathing beach area of Vancouver. Chlorine is added 
to the sewage. This was installed purely on an ex- 
perimental basis, and it has apparently been very 
successful, reducing the bacterial count very markedly, 
so that Dr. Murray and his colleagues are satisfied that 
the beaches are now safe. 

This means, of course, a very great deal to Van- 
couver, whose beaches have long been a main attraction 
io residents and tourists alike; to Vancouverites as 
individuals, it is a very great boon, as one look at the 
beaches in summer will testify. The new sewage 
disposal plant now under construction will, it is ex- 
pected, complete the cure. 


An early start (October) is planned for the new 
Medical Sciences Building at the University of British 
Columbia. There will be four units, three to be built 
immediately, and the fourth later. Three of these 
buildings will house the departments of anatomy, 
physiology, biochemistry and pharmacology, pathology 
and neurological. research, as well as the Cancer 
Research Institute. The fourth will house the library, 
lecture theatres and administration offices. 


The Kinsmen’s Club is contributing $75,000 towards 
neurological research, while the Canadian Cancer 
Society (B.C. Division) is giving $609,000 towards 
the Cancer Research Institute. 


The University of British Columbia has acquired an 
electron microscope, the 100,000-diameter wonder, 
thanks to a gift from the Canadian Cancer Society. 
It will be under the control of the University’s de- 
partment of pathology—and represents a cost of 
$34,000. 


At the annual meeting of the British Columbia 
Pharmaceutical Association in June, the Secretary, Mr. 
Gibb Henderson, commented on a report from Ottawa 
that drug manufacturers have attempted to enlist 
federal support in warning doctors against improper 
use of tranquillizers and energy-giving pills. : 

Mr. Henderson stated that in British Columbia, 
probably alone of all the provinces, no “tranquillizers” 
can be sold except on medical prescription. Each 
province sets up its own controls, subject to certain 
restrictions by the Federal Food and Drugs Act. 


Dr. E. G. Hart of Victoria (may his days be long 
in the land!), who is now 89, admits to 60 years of 
duty as coroner for Victoria. During this time he has 
conducted more than 5000 inquests. Probably only 
Victoria, with its atmosphere of moderation and _ its 
long record of octogenarians in perfect possession of 
their faculties, could produce such men as Dr. Hart, 
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who today refuses to grow old in mind and still remains 
very active physically. 


The recent drive for free Salk vaccination for adults 
in Vancouver has been very successful, over 90,000 
doses having been given to date, with several days 
to go. 


Dr. Stewart Murray, medical health officer for 
Vancouver and the Metropolitan Health Area, reporting 
on the mortality figures for Greater Vancouver, gave 
the following figures according to age: 42% between 
70 and 79, 24% between 80 and 89, and 4% between 
90 and 99, making a total of 70% of deaths occurring 


after 70 years of age. This means, as Dr. Murray said, -- 


that people in this area at least are living longer; and 
we are not so far from the Psalmist’s standard of three 
score vears and ten, as “the days of a man”. 


Two hospitals in British Columbia have received 
federal grants to assist in the construction of nurses’ 
residences. The grants total $18,750. 

The Bella Coola General Hospital is: building a 
13-bed nurses’ residence, to be completed this 
month, and the Kootenay Lake General Hospital at 
Nelson is building a 12-bed residence for its nurses. 


All over British Columbia public opinion is being 
sought about the building of new hospitals or the 
extension of old ones. New Westminster, Burnaby and 
many other areas have been asked to vote for money 
by-laws, etc., and plebiscites have been held. There 
is no question that the public as a whole realizes the 
tremendous strain that is placed on existing facilities 
everywhere in British Columbia, and the urgency of 
the need for relief. 

Vernon has been urging the formation of a hospital 
improvement district, and a plebiscite in this area 
resulted in a vote of 832 for to 161 against. Trail and 
its surrounding areas hope to obtain funds for a 
nursing home or chronit hospital. We wish all of them 
the fullest success. 


Mr. C. Wade Hamilton, national president of the 
Canadian Diabetic Association, has announced that 
Vancouver has heen selected for a concentrated dia- 
betes detection drive as part of a nation-wide campaign 
to discover cases of diabetes in Canada. 

This drive will last a month (November) and will 
consist of blood sugar analyses as well as urinalyses; 
it will begin with the families of known diabetics, but 
will be thrown open to the public, as in the case of 
x-ray tests for tuberculosis. There will be a publicity 
campaign conducted by the Association. 

A diet counselling service for diabetics is to be set 
up in the near future. J. H. MacDermot 


ALBERTA 


Beginning in 1959, all nurses, on completion ot 
training, will write the conjoint examinations conducted 
by the University of Alberta. Heretofore, in order to 
qualify, nurses wrote the examinations set by the 
hospitals in which they trained and then wrote the 
examinations ‘of the Registered Nurses’ Association. 
Under the new scheme there will be the single 
standard examination. 


~ 
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In 1958, the number of nurses graduated from the 
hospitals of Alberta was 600. At the University Con- 
vocation this spring 19 diplomas in nursing, 20 diplomas 
in public health nursing, and 10 diplomas in teaching 
and supervision in schools of nursing were awarded. 

Psychiatric nurses, both male and female, graduate 
both at Oliver and Ponoka Mental Hospitals. Ponoka 
also conducts a four-year combined general and 
psychiatric course, as well as a postgraduate course 
for general duty nurses. At the Provincial Training 
School in Red Deer, both males and females graduate 
with diplomas in mental deficiency nursing. 


A circular from the Department of Public Health 
advises Alberta physicians of the presence of psittacosis 
in the province. Several birds in a shipment of budg- 
erigars died. Autopsy showed the presence of psitta- 
cosis. A clerk at the veterinarian’s establishment, and 
possibly the veterinarian, came down with the disease. 
The remainder of the shipment of birds has been dis- 
tributed throughout the Greater Edmonton area and 
though no further cases of psittacosis have been re- 
ported, the medical profession is advised to consider 
the possibility. 


The property occupied by the Baker Clinic in 
Edmonton, and owned by Baker Building Ltd., has- 
been sold to other interests. This is in line with the 
current trend toward groups renting rather than ownins* 
the premises in which they practise. It is understood 
that other similar deals are being negotiated. 


At the May 20 Convocation at the University of 
Alberta, 49 students received their degrees in medicine. 
This is about the average number tor the past few 
years. The enrolment in the Faculty of Medicine in 
the past year has been 217 and it is expected that 
approximately 60 will be accepted into first year this 
fall. 


The demand in Alberta for certified nursing aides 
increases. The first Nursing Aide Training School was 
opened in Calgary in 1946 and the second went int» 
operation in Edmonton early in 1958. Each school 
has a potential of 25 to 30 nursing aides every five 
weeks during the year; the course is ten months. 
During 1958, 461 trainees enrolled for the course while 
the completions during the same period were 250. 


Also in great demand in the smaller hospitals are 
those who have taken the combined laboratory and 
x-ray course. This course is of six months’ duration 
and only one course is completed each year. The 
completions in March of both 1958 and 1959 numbered 
18, and as a result of the demand the Department of 
Public Health plans to increase the class to 25 this fall. 





Dr. H. E. Rawlinson, professor of anatomy in the 
University of Alberta, was elected to his second term 
as president of the National Cancer Institute of Canada. 


Dr. A. C. McGugan, superintendent of the University 
of Alberta Hospital, has received the George Findly 
Stephens memorial award. This honour is the only 
one awarded by the Canadian Hospital Association 
and is for meritorious and outstanding service in the 


hospital field. 
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Dr. John W. Scott, dean of the Faculty of Medicine, 
University of Alberta, who has been connected with 
the university since 1923 and will retire in September, 
was recently honoured by the faculty at a banquet 
in the Macdonald Hotel, Edmonton. Presiding at the 
function was Dr. H. E. Rawlinson, professor of anat- 
omy. Tributes were paid to Dr. Scott by Dr. Walter 
C. McKenzie, who has been appointed to the deanship, 
and Dr. J. S. Thompson, assistant dean. A presentation 
was made by Dr. R. F. Shaner. 


Portraits of Dr. Scott and his predecessor as dean, 
Dr. J. J. Owcr, painted by Mrs. M. R. Marshall, were 
presented by Dr. M. R. Marshall and accepted on 
behalf of the university by Dr. Scott. 

W. B. Parsons 


ONTARIO 


Dr. John R. Brown has been appointed professor 
and head of the Department of Physiological Hygiene 
in the School of Hygiene, University of Toronto. Dr. 
Brown, now lecturer in applied physiology at the 
London School of Hygiene and Tropical Medicine, 
has carried out research in problems of muscular work 
and the relation of man to his environment. He will 
be responsible for developing the University of 
Toronto’s recently reorganized program of postgraduate 
teaching for industrial and public health physicians. 


The new course is designed to meet the greater 
need for physicians with special training in the super- 
vision of the health of industrial workers which ac- 
companies Canada’s increasing industrialization. The 
course will prepare physicians for the University’s 
Diploma in Industrial Health, and can be taken full- 
time over one academic year or part-time over two 
years. 


In honour of Dr. Harry Shields, an annual lecture- 
ship has been established in the University of Toronto’s 
Faculty of Medicine, through the generosity of an 
anonymous donor. Dr. Shields directed the depart- 
ment of anesthesia in the University and the Toronto 
General Hospital for many years until retiring from 
the active staff in 1952. In addition to directing under- 
graduate teaching, Dr. Shields instituted the post- 
graduate course in anzsthesia at the University lead- 
ing to certification and fellowship in the Royal College 
of Physicians and Surgeons of Canada. 


By the terms of this trust an eminent authority on 
anesthesia will be invited to lecture in the University 
on anesthetics, consideration also being given to the 
general fields of medicine and basic science related 
to this subject. An annual lecture will be given for 
graduates and undergraduates, staff members and 
members of the medical profession. 


The Ontario Medical Association is holding a 
Medical Exposition, called “Mediscope ’59”, in the 
Queen Elizabeth Building, Canadian National Exhibi- 
tion grounds, Toronto, from October 12 to 17. There 
is no admission charge, and more than 250,000 people 
are expected to attend. 

The exposition is to consist of exhibits ‘and demon- 
strations calculated to bring to the public-something 
of the progress made by medicine and the services 
being rendered by the medical profession and by 
associated health agencies. 
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About 200 exhibits will be shown; these will be 
arranged by the various sections of the O.M.A., and by 
societies and agencies concerned with different aspects 
of health. The exposition will include a small theatre 
where visitors can view interesting medical films from 
10 a.m. to 10 p.m. each day. 

Probably the most popular exhibit will be the plastic 
figure called Juno, which has been purchased from 
a museum in Germany for $20,000. This expense has 
been underwritten by the Toronto Star. The figure is 
to remain the property of the O.M.A. and will later 
be placed in the Royal Ontario Museum in Toronto. 
The other two Toronto daily newspapers, the Telegram 
and the Globe and Mail, have also agreed to make 
large contributions. Business and industry in general 
have indicated a sincere desire to help the exposition. 

The Department of Education and the Teachers’ 
Federation have promised co-operation in arranging 
organized attendance by students and teachers. It is 
hoped to have secondary school students within a 
100-mile radius of Toronto attend in groups. 


The Physiological Society of the University of 
Toronto was addressed by Dr. Werner Creutzfeldt, 
University of Freiburg, on June. 16. His subject was 
“Studies on the pancreatic alpha cells.” This society 
was also addressed on June 22 by Dr. C. W. Sheppard, 
who discussed the tracer method in physiology. 
Dr. Sheppard is widely known for his studies on the 
kinetics of distribution of labelled plasma constituents 
and the turnover and accumulation of metabolites. 
These studiés have been carried out at the California 
Institute of Technology, the Massachusetts Institute of 
Technology, Vanderbilt University and Oak Ridge 
National Laboratory. He is now associate professor of 
physiology at the University of Tennessee. 


More than 300 delegates of the Medical Library 
Association representing medical institutions all over 
the United States and Canada held their 58th annual 
convention in Toronto in June. Host for the meeting 
was the Toronto Academy of Medicine; Miss Marian 
Patterson, Academy librarian, was chairman of the 
convention committee. This association, founded by 
Sir William Osler, has only once before held its annual 
meeting in Canada, in Montreal in 1930. 


The theme of the meeting was “Canada’s Contri- 
bution to Medical Progress”. Dr. W. R. Feasby spoke 
on the discovery of insulin; Dr. J. K. W. Ferguson 
on Canadian milestones in medical research; Dr. R. 
Ian Macdonald on Canadian milestones in clinical 
medicine; Dr. Stuart D. Gordon on the contributions 
of surgeons to Upper Canada, and Dr. A. L. Chute 
on Canadian pediatric contributions to medical 
progress. 

Other speakers were Dr. R. C. Laird, Dr. Arthur 
Peart, Dr. H. G. Pritzker, Dr. A. W. F. Anglin, Dr. 
W. E. Blatz and Dr. William Boyd. Dr. S. S. B. 
Gilder was moderator of a panel on “The medical 
editor, author and librarian as a team”; other members 
were Dr. R. M. Janes, Dr. R. A. Gordon, Dr. J. E. 
Bateman, Dr. Elizabeth Chant Robertson, Dr. W. B. 
Spaulding and Mr. William K. Beatty, medical 
librarian and ‘associate professor of medical biblio- 
graphy, University of Missouri. 

Mr. Elliott H. Morse moderated a panel on “the 
relation of the society library to its area”. 
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Miss Doreen E. Fraser, University of British 
Columbia Bio-Medical Library, reported a survey of 
the libraries of medical and dental faculties and 
schools in Canada; their collections; their relations 
with each other; their future development. 

A symposium on co-operative control of library 
resources included papers on various aspects of this 
question by five librarians from large libraries in the 
_ United States. 

Technical subjects dealt with in the refresher course 
on medical library practice included acquisition, ad- 
ministration, architecture, binding, cataloguing and 
classification, equipment, medical nomenclature, medi- 
cal writing, periodicals, photoduplication, rare books 
and reference. 


In honour of Dr. J. E. Davey, D.S.O., a stained 
glass window was dedicated at Zion United Church, 
Hamilton, on his 86th birthday. The window was 
unveiled by Dr. Davey’s children, Dr. Jean Davey and 
Mr. Earl Davey. Dr. Davey has been a member, 
officer and teacher in this church for the past 50 
years. Since he graduated in 1904 he has served 
the Hamilton community in private practice, which 
he still carries on, and as medical health officer. 
During the First World War he was a Lieutenant- 
Colonel in the Army Medical Corps. 

LILLIAN A. CHASE 


QUEBEC 


In June three important conferences were held in 
Montreal. Some 50 dermatologists from all parts of 
Canada attended the three-day annual meeting of 
the Canadian Dermatological Association at the Queen 
Elizabeth Hotel early in the month. An excellent 
scientific and clinical program was presented, as 
arranged by the local committee. During the con- 
ference, Dr. Roy Forsey of Montreal turned over the 
president’s gavel to Dr. Gordon Duncan of Calgary, 
who succeeds him. Other officers of the Association 
are: Dr. J. F. Daly, Burlington, Vt., vice-president; 
Dr. Gibson E. Craig, Montreal, secretary-treasurer; 
and Dr. Pierre A. Turgeon, Montreal, regional 
secretary. Dr. Paul Telner of the Royal Victoria 
Hospital of Montreal was given an award for his 
contribution to a research paper on psoriasis. 

The Canadian Heart Association held a. three-day 
annual session at the beginning of June. Experts from 
all over Canada as well as some from the United 
States participated in the scientific program. This in- 
cluded a panel talk on open heart surgery and a 
symposium on the controversial problem of heart 
disease and diet, as well as presentation of many 
scientific papers. At the conclusion of their sessions 
the Association announced that it will open member- 
ship to “all medical men and scientists whose main 
interest is cardiology”. It elected Dr. Jonathan Meakins 
of Montreal as a life member. An invitation was also 
extended to the Inter-American Society of Cardiology 
to hold its 1964 meeting in Montreal. 

Simultaneous with the annual meeting of the 
Canadian Heart Association, the National Heart 
Foundation of Canada also met. It was emphasized 
that last year the Foundation supported 95 research 
workers in 48 different locations in Canada. At the 
present time, 19 full-time researchers are fully sup- 
ported through scholarships by the Foundation. Mr. 





. 
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Alex B. Hill of Toronto, president of the Foundation, 
also said that “many potential Canadian heart re- 
search workers are being lost to other pursuits and 
to other. countries” because the Foundation lacks ade- 
quate governmental and public support. The Founda- 
tion also presented its first annual award of achieve- 
ment to Mr. James Muir, chairman and president of the 
Royal Bank of Canada—“the man who led the three- 
year-old Foundation’s first drive for funds in 1958”. 


The 50th annual meeting of the Canadian Public 
Health Association was held early in June at the 
Sheraton-Mount Royal Hotel. Many, if not most 
problems related to public health were discussed in 
various details. In his presidential address, Dr. Jules 
Gilbert of Montreal emphasized that “figures on death 
and disease suggest that Canada is still an under- 
developed country”. He therefore called for extension 
of public health services to mental health and control 
of alcoholism and accidents. Legislation was needed 
to enforce pasteurization of all milk served in public 
places and to implement fluoridation of water supplies. 
He also stressed that some schools of public health 
until quite recently spent a great part of their time 
wiping out contagious diseases which caused no more 
than 1% of deaths in Canada. 


It was recently announced that a new medical 
association, The Association of Internists of the 
Province of Quebec, has been organized. The objective 
of this new association is “to promote the scientific, 
economic, ‘social and moral interests of specialists in 
internal medicine according to the regulations govern- 
ing professional associations”. Dr. Charles-Emile 
Grignon has been elected president and Dr. Yves 
Piette, secretary of the new association. Members 
of the Board of Directors are Drs. Walter de M. 
Scriver, Paul Letendre, Martin M. Hoffman, Richard 
Lessard, Paul Robert, Douglas O. Cameron, Sylvio 


* LeBlond, Eustace Morin, Jacques Durivage, Jean- 


Marie Beauregard, Georges Hébert, Gerald W. Hal- 
penny and Harold Segall. 


On June 17, the University of Montreal and Notre- 
Dame Hospital signed an agreement establishing the 
hospital as a centre of instruction and research for 
the university's medical students. Signatories were 
Msgr. Irénée Lussier, University of Montreal rector, 
and Paul Bienvenue, president of the hospital ad- 
ministrative council. This contract will establish closer 
links between the two institutions. It may be noted 
that the University of Montreal has signed 14 similar 
contracts with other institutions, such as the Montreal 
Cancer Institute and the Hotel-Dieu de Montréal. 


The Jewish General Hospital of Montreal recently 
announced the appointment of Dr. Leonard J. Brandt 
of New York as the physician-in-chief of the hospital. 
At present Dr. Brandt is associate professor of medicine 
at the State University of New York Downstate 
Medical Center, Brooklyn, N.Y. He will assume his 


‘duties in September, succeeding Dr. M. A. Gold, who 


is returning to private practice. A. H. NEuFELD 


Le Bureau Médical de l’Hépital Général St-Vincent- 
de-Paul de Sherbrooke a organisé une journée clinique 
a Toccasion du dixiéme anniversaire de fondation de 
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la Clinique Anti-Cancéreuse. Tous les médecins des 
Cantons de l'Est ont été invités. 

Les travaux scientifiques ont été présentés par des 
membres du personnel médical de lhépital et par 
plusieurs conférenciers invités. Le Dr Marcel Drolet 
du service de médecine et le Dr Philippe Dionne du 
service de chirurgie, ont traité du diagnostic différentiel 
des ictéres. Le Dr Jean-Pierre Tremblay, pathologiste, 
le Dr Jacques Sylvestre, radiologiste et le Dr H. A. 
McDougall, chef du service de chirurgie, ont fait la 
revue statistique des cas de cancer du sein traités a 
la clinique, et ont présenté les facteurs de pronostic 
et le traitement du cancer du sein. 

Le Dr Henri Charbonneau de !Hopital Pasteur de 
Montréal a présenté 30 cas du syndrome Stevens- 
Johnson. Le Dr Edward Tabah, chirurgien de l’hépital 
Royal Victoria de Montréal a parlé des tumeurs de la 
cavité buccale et du cou. Le Dr Albert Jutras, radiolo- 
giste de |’Hétel-Dieu de Montréal, a donné les con- 
ceptions récentes des maladies de la vésicule biliaire. 
Le Dr Gilles Bertrand, neuro-chirurgien de Il'Institut 
Neurologique de Montréal, parla du traitement de la 
douleur chez les cancéreux. Le Dr Euchariste Samson, 
professeur agrégé de chirurgie 4 luniversité Laval, a 
rapporté une série de lymphomes malins de Jintestin 
gréle. 

La partie scientifique s'est terminée par un panel 
sur obstruction intestinale présidé par le Dr Euchariste 
Samson. Les panelistes étaient des membres du bureau 
médical de l’hdpital général] St-Vincent-de-Paul, les 
Drs R. L. DuBerger, radiologiste en chef, Gaston 
Masson, chef du service de médecine, et Paul Cheval- 
lier, du service de chirurgie. 

Le programme était sous le patronage de I|’Associa- 
tion Médicale Canadienne, division. du Québec, et 
du Collége des Médecins et Chirurgiens de la Province 
de Québec. Le Collége de Médecine Générale du 
Canada a accordé vingt heures de crédits 4 ses membres 
participants 


Dr. D. Ewen Cameron of McGill University, presi- 
dent of the Canadian Psychiatric Association and past 
president of the American Psychiatric Association, is 
the 1959 recipient of the $2500 Samuel Rubin Award 
for outstanding achievements in mental health. The 
award was presented to Dr. Cameron at the annual ball 
of the Postgraduate Center for Psychotherapy at the 
Hotel Delmonico, New York, on Friday evening, April 
17. Paul R. Hoch, M.D., New York State Commissioner 
of Mental Hygiene and first recipient of the award in 
1957, made the presentation for the Samuel Rubin 
Foundation, New York. 

Dr. Cameron was selected for the award by a 
professional committee under the chairmanship of 
Lewis R. Wolberg, M.D., medical director and dean 
of the Postgraduate Center for Psychotherapy, 218 
East 70th Street, New York, a non-profit organization 
which provides therapy for persons of low income 
and conducts advanced training and research programs 
in psychotherapy. 


Dr. Armand Frappier, professor in the Faculty of 
Medicine, dean of the School of Hygiene and director 
of the Institute of Microbiology and. Hygiene of 
the University of Montreal, has recently been elected 
a Fellow of the Royal Society of Medicine of London, 
England. Drs. Penfield and Philpot, of McGill Uni- 
versity, proposed Dr. Frappier’s candidature. 
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At the First Annual Conference of the New York 
State Association of Community Mental Health Boards 


‘held in Albany, May 17 to 19, Dr. Charles A. Roberts, 


Medical Superintendent of Verdun Protestant Hospital, 
gave the dinner address on the progress and problems 
of community mental] health. 


NEW BRUNSWICK 


Dr. E. A. Petrie, radiologist at St. Joseph’s Hospital, 
Saint John, received the Mallet award at the annual 
meeting of the Canadian Society of Radiological Tech- 
nicians at Kingston, Ont. The award is made annually 
to a member of the C.S.R.T. considered to have per- 
formed outstanding service for the Society. Dr. Petrie’s 
son, Dr. Edward Petrie, graduated in medicine from 
McGill University at the recent convocation. 


Dr. Harold Rosen, neurosurgeon of Saint John, was 
guest speaker at the annual meeting of the York- 
Sunbury-Queens Medical Society at Fredericton on 
June 3. His subject was head injuries. 


Dr. L. J. Stephen of East Saint John has been 
appointed chief medical officer for the New Brunswick 
Workmen’s Compensation Board. He succeeds Dr. J. 
A. McLaughlin, who has been retained by the Board 


in an advisory capacity. 


Lt.-Col. L. J. Stephen, commanding officer of Saint 
John’s No. 4 Medical Company, received the Assistant 
Director of Medical Services Trophy, when his unit 
was judged to be the best militia medical unit in 
Eastern Command. 


Dr. Stephen Weyman of Saint John was elected 
president of the N.B. Coordinating Council at the 
annual meeting in June at Fredericton. 

A. S. KirKLAND 





ABSTRACTS from current literature 


MEDICINE 


Common Duct Stone Producing Charcot’s Hepatic Fever 
Without Jaundice. 


F. M. Howarp Jr. et al.: 
565, 1959. 


A.M.A. Arch. Int. Med., 103: 


Having recently encountered three patients whose 
fever was associated with stones in the common bile 
duct without jaundice or any history diagnostic of 
biliary colic, the authors searched the records of the 
Mayo Clinic for similar cases. Of a total of 1033 cases 
of choledocholithiasis, only three met the criteria of 
fever and no other condition except stone in the 
common duct. The details of the six cases are presented 
and the history of this syndrome described by Charcot 
in 1877 is briefly reviewed. It is recommended that 
patients with intermittent fever that cannot be explained 
otherwise should have an x-ray investigation of the 
biliary tract. In some cases surgical exploration as the 
only method of confirming or excluding the possibility 
of Charcot’s fever may become necessary. W. GroBIN 
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Varicosities of the Pulmonary Veins: A Case Report and 
Survey of the Literature. 


aaa AND A. WEINSTEIN: Dis. Chest, 35: 322, 
Following a corroborated diagnosis of pulmonary vein 
varices, a search of the medical literature revealed 
seven other case reports. Although some of these 
reports may be questionable, the authors consider 
that pulmonary vein varices nevertheless do occur, 
and when present are demonstrable radiologically. 
These authors propound the thesis that the lesions are 
congenital, and probably insignificant until concomitant 
disease leads to increasing phlebectasia. [The abstracter 
has seen a case considered to be infectious in origin, 
i.e. a “mycotic aneurysm” of a pulmonary vein.] 


Once visualized, pulmonary varices are difficult to .. 


differentiate from asymptomatic arteriovenous fistulz. 
Timed angiocardiography permits identification. As 
to treatment, until more information is available it 
would seem reasonable that, when pulmonary varices 
are found, any accompanying disease should be treated 
regardless of the varices. Surgical ablation of the 
varices is feasible, but whether or not this is indicated 
should depend on the circumstances of the individual 
case. The value of the Valsalva and Muller manceuvres 
in diagnosis is discussed. S. J. SHANE 


Serum Aldolase in Muscle Disease. 

R. A. THomMpson AND P. J. VicNos Jr.: A.M.A. Arch. 

Int. Med., 103: 551, 1959. 

The elevation of serum aldolase indicates the presence 
of muscle degeneration and it is believed to be repre- 
sentative of enzyme activity in muscle disease which is 
manifested by muscle weakness and atrophy. The 
present study includes 52 cases of progressive muscular 
dystrophy and 73 controls. The only criterion for the 
control group was the absence of muscle weakness or 
loss of muscle mass. The average value for serum 
aldolase in the control group was approximately 0.35 
unit with a standard deviation of 0.15 unit. In the 
group with muscular dystrophy there were 31 persons 
15 years of age or younger and 21 over 15 years. The 
diagnosis was confirmed by the clinical picture and 
muscle biopsy. The average value of serum aldolase in 
the children was 3.7 units and the average value for 
the older group was 0.63 unit. Serial aldolase deter- 
minations in 30 patients showed a tendency toward 
wide variations in the young patients but in spite of 
that the value practically never dropped to within 
normal limits during 5-20 months of study. In the older 
patients with lower values there was relatively slight 
fluctuation. 

Net loss of muscle mass was correlated with enzyme 
level. Patients with severe loss of muscle never had 
normal enzyme levels and almost always showed a high 
serum aldolase. In dermatomyositis, six of 13 patients 
had elevated aldolase levels whereas seven had normal 
values. In six cases of lupus erythematosus and two 
cases of unclassified collagen disease aldolase levels 
were within normal limits. Out of 9 cases of myotonia 
dystrophica only two had elevated values. Fourteen 
cases of amyotonia congenita and 16 of 18 patients with 
other progressive neurogenic atrophies had normal 
aldolase levels. The authors believe that enzyme level 
determination has prognostic value in muscular dys- 
trophy and can be used as a differential aid in separating 
it from neurogenic atrophy or neuromuscular junction 
block. It may also be of valuable assistance in controt- 
ling steroid therapy in polymyositis. W. Grosin 
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Blood-sugar Response of Normal Adults to Dextrose, 
Sucrose and Liquid Glucose. 


C. Dopps, F. A. FAmWEATHER, A. L. MILLER AND C., 
F. M. Rose: Lancet, 1: 485, 1959. 


Ten men and four women were given on three different 
days a drink containing 45.4 grams of carbohydrate, 
either dextrose, sucrose or liquid glucose, and blood 
samples were obtained at 2, 5, 10, 15, 30, 60, 90, and 
120 minutes after ingestion of the sugar. After the 
administration of any of the substances the blood 
sugar rose very rapidly, a 10% rise requiring about 5-8 
minutes. There was no significant difference between 
the three in respect of the peak level being reached 
in about 20 minutes. In the standard procedure for 
diagnostic glucose tolerance tests as used in most hos- 
pitals the peak blood sugar levels are accordingly 
missed in many normal young adults, as the first 
sample is taken at 30 minutes after ingestion. The 
authors suggest that a 15-minute blood sugar value 
should be obtained during the glucose tolerance test. 


In five subjects, blood sugar was determined by both 
the Folin-Wu and the glucose-oxidase methods, and 
this showed clearly that the rise in blood sugar was 
due predominantly to glucose, irrespective of the type 
of carbohydrate administered. Some evidence was 
obtained that the amount of non-glucose substances in 
the blood increased after ingestion of sucrose, but no 
significant amounts were seen after the intake of 
dextrose or liquid glucose. W. Grosin 


SURGERY 


Treatment of Papillary Carcinoma of the Thyroid Gland. 


O. H. Beanrs. AND L. B. Woo ner: Surg. Gynec. & 
Obst., 108: 43, 1959. 


There is a great variation in the biological behaviour 
of neoplasms of the thyroid gland. In general, however, 
carcinomas of this gland may be divided into two 
groups: (1) those of a low degree of malignancy, the 
most common of which are the papillary carcinomas, 
and (2) those of a high degree of malignancy, the 
majority of which are anaplastic carcinomas. In the 
former,. despite variations in treatment, the prognosis 
is excellent. Indeed even patients with inoperable 
lesions or distant metastases may live five, ten or more 
years. In anaplastic lesions, the present methods of 
treatment are inadequate and the survival rate is very 
low. 

The authors have reviewed their long-term results in 
136 cases of papillary carcinomas encountered at the 
Mayo Clinic between 1938 and 1947 inclusive. These 
cases were considered by the surgeon to have had 
curative surgical excision at the time of operation. 


There were metastases to cervical lymph nodes in 
64 of these cases (47.1%). These secondary lesions 
were known or suspected of being present before 
operation. Multicentric lesions were present in 15 cases 
(11%), and in most of these instances, lesions were 
present in both lobes of the gland. Because of the 
occurrence of multicentric lesions, lobectomy is advised 
cn the side of the known lesion and subtotal lobectomy 
on the other side. If carcinoma is found to be extensive 
in the thyroid, or many lesions are present in the gland, 
or if distant metastatic lesions are known to be present, 
total thyroidectomy is indicated. The importance of 
frozen section examination by an experienced surgical 
pathologist is stressed. 
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The authors feel that papillary carcinoma of the 
thyroid need not be treated by the standard surgical 
procedure (radical excision of the primary and the 
primary region of spread) used in squamous cell car- 
cinomas and adenocarcinomas of other areas of the 
head and neck. A radical en bloc dissection of cervical 
nodes is advised only when these nodes are widely and 
extensively involved, because spread to these nodes 
is apparently by embolism, and extension beyond the 
capsule of the nodes occurs very late in the course 
of the disease. 

No cervical operation on lymph nodes was done for 
patients without clinically involved nodes, or in those 
cases in which nodes could not be felt during operation. 
A modified neck dissection was done when metastatic 
lesions were thought to be present, and the operation 
extended into the lateral aspects of the neck only as 
the findings in each case dictated. 

The five-year survival rate was 97.0%, the ten-year 
rate 87.9% and the 15-year rate 75.5%. 

, Joun A. PALMER 


Cardiovascular Changes in the Post-Gastrectomy Syn- 
drome. 


H. L. Dutuire, W. T. InvinE AND J. W. Kerr: Brit. J. 

Surg., 46: 350, 1959. 

The post-gastrectomy syndrome was studied in 27 pa- 
tients before and after gastrectomy or gastroenter- 
ostomy by noting pulse, blood pressure, plasma volume, 
blood sugar, serum potassium and electrocardiogram 
following a glucose meal. 

No abnormal cardiovascular response was noted in 
preoperative studies. Plasma volume was_ reduced 
after operation but no correlation was found between 
symptoms and the degree of the reduction. There was 
no relation between changes in blood sugar and the 
presence or absence of dumping symptoms. Serum 
potassium was not below normal range during symp- 
toms. Electrocardiographic changes occurred during 
symptoms but these were more in keeping with 
sympathetic stimulation than with potassium deple- 
tion. 

Though bilious vomiting was improved in four 
patients treated for severe dumping symptoms by the 
conversion of their Polya anastomosis to a gastroduo- 
denostomy, the attacks of weakness, sweating and 
lowered plasma volume were not changed. 

Burns PLEWES 


Studies in Metabolism of Trauma: Treatment of Burns. 

J. U. ScHLEcEL aNp H. JorcENsEN: Ann. Surg., 149: 

252, 1959. 
There are many difficulties in the proper handling of 
moderately severe burns, and the use of formulas to 
estimate fluid replacement therapy may result in over- 
hydration and pulmonary cedema or oliguria. Blood 
pressure and hematocrit readings are often a poor 
indication of blood volume. Clinical evaluation calls 
for study by an experienced expert and this would be 
impossible under disaster conditions. Since 4% urea 
solution prevents water retention by antidiuresis, and 
a high urinary volume is desirable where nephrotoxic 
substances are present, it is suggested that urea in 
dextrose and water be given. Then the urinary output 
is a function of solute excretion, if kidney function and 
blood pressure are normal and can be maintained at 
a desirable high level. Replacement therapy can then 
be added, depending on clinical signs, using plasma, 
dextran or saline. Burns PLEWES 
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THERAPEUTICS 


Effect of Penicillin on Acute Rheumatic Fever and 
Valvular Heart Disease. 


E. A. Morten, Jr. et al.: New England J. Med., 260: 
101, 1959. 


This is the report of a very intensive and well-controlled 
study of 97 patients with acute rheumatic fever. Forty- 
nine were treated with penicillin for six weeks during 
the acute phase of the disease; 48 were untreated 
controls. At the end of the six weeks all 97 patients 
were given 1,200,000 units of benzathine penicillin 
every five weeks for one year. 


During the first six weeks there were no significant 
differences in the clinical manifestations between the 
two groups, although C-reactive protein values and 
sedimentation rates tended to remain at somewhat 
higher levels in the patients who received penicillin. 
However, at the end of the year of observation the 
incidence of valvular heart disease was significantly 
less in the group treated with penicillin during the 
acute phase. 


The authors conclude that, while penicillin has 
no apparent effect in ameliorating the clinical course 
of acute rheumatic fever, its employment during the 
acute phase is of value. Such therapy in the present 
series indicated a statistically significant lowering of 
the incidence of valvular damage in comparison with 
the control group. While the series reported is ad- 
mittedly small, the findings warrant enlarging and 
continuing the study. NorMan S. SKINNER 


- 


2 Alpha-Methylandrostan-17 beta-ol, 3-one (2-methyl- 
dihydrotestosterone) in Advanced Cancer of Breast. 


C. M. BLAckKBuRN AND D. S. Cumtps, Jr.: Proc. Staff 
Meet. Mayo Clin., 34: 113, 1959. 


In this study, 2-methyldihydrotestosterone propionate 
and testosterone propionate were administered to post- 
menopausal women with advanced cancer of the 
breast and the effects on metastatic lesions evaluated 
by objective methods. Temporary regression of metas- 
tatic lesions occurred in three of 21 patients given 
testosterone and in 12 of 27 patients given 2-methyl- 
dihydrotestosterone. 2-Methyldihydrotestosterone thus 
appears to exert an inhibitory effect in metastatic car- 
cinoma of the breast at least equal and probably 
superior to that of testosterone. Subjective observations 
of the androgenic effects of the two compounds suggest 
that 2-methyldihydrotestosterone may be significantly 
less potent than testosterone in this regard. 

S. J. SHANE 


Late Prognosis of Chlorpromazine Jaundice. 
A. G. MELROSE AND J. R. Roy: Brit, M. J., 1: 818, 1959, 


In most patients jaundice following chlorpromazine 
administration is brief and mild. This study tried to 
ascertain whether the disappearance of jaundice is 
followed by complete histological and functional re- 
covery. Two patients who had chlorpromazine jaundice 
for six months and one year previously are reported. 
Liver function tests and liver biopsies were done at 
regular intervals. In one case 13 months after the 
onset of jaundice, liver biopsy showed considerable 
fibrosis in the portal zones with slight cellular in- 
filtration. Serum bilirubin was normal, alkaline phos- 
phatase was 10.3 units per 100 ml. and bromsulfalein 
retention was 3.0%. In the second case, where the 
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jaundice persisted for three months, a second course 
of chlorpromazine was given and this was followed 
by a recurrence of jaundice which lasted for about 
a month. Six months later, serum bilirubin was 0.4 mg., 
alkaline phosphatase 36.7 units, and bromsulfalein 
retention 13.8%. Liver biopsy showed considerable 
increase in fibrous tissue in the portal tracts and 
slight cellular infiltration. Though permanent damage 
is probably rare, it has been reported, particularly 
when surgical procedures were performed during the 
period of jaundice. The author warns against indis- 
criminate use of chlorpromazine because of these 
potential hazards. W. GRoOBIN 


PAEDIATRICS 


Mass Tuberculin Patch Testing of School Children (A 
Critical Analysis of 125,000 Cases), 


W. C. Gray: Dis. Chest, 35: 155, 1959. 


This report records incomplete statistics on 111,000 
tuberculin patch tests which showed an overall positive 
reactor rate of approximately 5%. Approximately 15,000 
reactors and contacts examined (including x-ray films 
of the chest) produced 41 new cases among reactors 
and adult contacts—16 school children and 25 adults. 
Comparison of programs using the patch test as a 
screening procedure with mass x-ray film surveys shows 
a case finding rate per 100 small x-ray films taken to 
be approximately 10 times that using the mass x-ray 
film survey program alone. In x-ray film surveys of 
the 11th and 12th grades of county schools, one active 
case was found per 24,316 films. In county schools, 
grades 1-12, with the patch test as a screening pro- 
cedure, one active case was found per 667 films or one 
active case per 4288 patch tests. 


Attention is drawn to the fact that while the patch 
test is admittedly not as accurate as the intradermal test, 
it is still admirably suited to a controlled group such as 
school children, and that the case finding rate over the 
past five years has mgre than justified the existence 
of the program. S. J. SHANE 


DERMATOLOGY 


Practical Aspects of Diagnosis and Management of Shoe 
Dermatitis. 


A. A. FisHer: A.M.A. Arch. Dermat., 79: 267, 1959. 


The diagnosis of shoe dermatitis depends on the history, 
clinical picture, positive patch tests to shoe material, 
and the patient’s ability to wear proper substitute 
shoes without dermatitis. The rubber thermoplastic 
box toe is the commonest cause of shoe dermatitis, and 
the rubber portion is the main sensitizer. The effect 
of friction, maceration and sweat leaching may explain 
why patch tests may be negative. A dermatitis de- 
veloping on the dorsum of the toes (especially the 
big toe), in a patient who has worm an oxford-type 
shoe with a firm box toe, should be considered as 
being caused by the rubber in the box unless proved 
otherwise. In addition to being sensitive to the thermo- 
plastic box toe, some patients may be sensitive to the 
rubber additives, to the chromates used in the tanning, 
to the leather dyes, to the metallic nickel in or on the 
shoes, and to the dyes in the stockings. When multiple 
sensitivities are present, treatment is more complex. 
ROBERT JACKSON 


~ 
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BOOK REVIEWS 


THE AMPHETAMINES, THEIR ACTIONS AND USE. 
Chauncey D. Leake, Ohio State University, Columbus, 
Ohio. 167 pp. Charles C Thomas, Springfield, Ill.; The 
Ryerson Press, Toronto, 1958. $5.00. 


Because it deals with drugs that are amongst the most 
widely used today, this book, source of significant in- 
formation on the amphetamines, makes worthwhile 
reading for all those engaged in general practice. 
It gives the reader a familiarity with the many products 
available for clinical use and is a guide to the selection 
of the particular drug needed for a specific patient, a 
matter essential for successful practice. It is clearly and 
concisely written and the material is extremely well 
organized. It begins with a chapter on the history, 
source and physico-chemical properties of the am- 
phetamines, followed by a chapter on their absorption, 
fate and excretion. This is followed by a chapter on 
general pharmacology, stressing the relative lack of 
toxicity of the amphetamines and discussing the signs 
and symptoms of high dosage and gross overdosage. 


Under the heading of pharmaco-dynamics there 
follows a discussion of the effects of the amphetamines 
on blood pressure, blood picture, carbohydrate metabol- 
ism, respiration, kidney function and basal metabolism, 
summarized by pointing out that the chief effect of the 
amphetamines is the stimulating action of the nervous 
system and the anti-appetite effect. Toxicity and treat- 
ment of amphetamine poisoning is briefly gone into, 
followed by a thorough discussion on therapeutic use 
of the amphetamines in depressed states, alcoholism, 
epilepsy, post-encephalitic Parkinsonism, geriatrics, be- 
haviour problems in children, and most important 
currently in the treatment of obesity. There is a final 
chapter on the sociological aspects of the uses and 
abuses of the amphetamines, discussing addiction, 
habituation and tolerance, with possibly not enough 
emphasis on the occurrence of amphetamine psychosis. 
The book is persuasively written in a wave of en- 
thusiasm for the use of the amphetamines. Your re- 
viewer does not feel entirely competent to judge the 
degree to which this enthusiasm is justified. 


A CLINICAL INTRODUCTION TO HEART DISEASE. 
Creighton Bramwell, University of Manchester. 299 pp. 
Illust. Oxford University Press, Toronto, 1959. $3.25. 


As stated in the preface, this book does not attempt 
to cover the whole field and, in fact, it touches most 
of the field of heart disease very lightly. It covers such 
subjects as principles of diagnosis and treatment, con- 
gestive heart failure, and principles of prognosis. 


Many of the descriptions of cardiac conditions are 
written in the first person, and this is often an annoying 
approach. New terms are introduced such as “ischzemic 
heart failure” and “imaginary heart disease”. Terms 
such as these seem to be an unnecessary addition to an 
already cluttered vocabulary. Names of drugs familiar 
in England, but not elsewhere, tend in many places 
to confuse the reader. The historical and biographical 
notes represent a valuable revival of interest in a 
field that is beginning to be neglected. This book has 
a possible use in the field of undergraduate teaching 
of cardiology, and would be interesting to a student 
on this continent only in its emphasis on clinical and 
historical methods in the teaching of cardiology. 


(Continued on page 282) 
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ATLAS OF TUMOR PATHOLOGY. 

Section I, Fascicle 2, TUMORS OF THE SKIN. Herbert 
Z. Lund, 330 pp. Illust. $3.00. 

Section V, Fascicle 20, TUMORS OF THE ESOPHAGUS. 
Arthur Purdy Stout and Raffaele Lattes. 105 pp. Illust. 
$1.00. 

Section VII, Fascicle 25, TUMORS OF THE LIVER AND 
INTRAHEPATIC BILE DUCTS. Hugh A. Edmondson. 
216 pp. Illust. $2.25. 

Armed Forces Institute of Pathology, Washington, D.C. 


These are three additional volumes in the series making 
up the “Atlas of Tumor Pathology”. When completed, 
this will encompass the entire field of tumour pathology. 
Since the pathologist must be prepared to recognize 
and interpret all tumours, these fascicles deal with all 


of them, no matter how rare and unusual they may ~ 


be. Furthermore, as far as possible the lesions are 
beautifully illustrated, usually in colour. The major 
effort in all of these volumes has been the sorting 
out of all lesions that have been called tumours into 
what the various authors consider to be their proper 
places both morphologically and, where known, etio- 
logically. The various volumes also include discussions 
of nomenclature, etiology and histogenesis. In an effort 
to provide a degree of perspective, these are usually 
presented first, to be followed by the . remaining 
purely descriptive stories. In reading these fascicles, 
one is aware of the value to the editors of the enormous 
amount of pathological material available at the 
Armed Forces Institute of Pathology. The many 
beautiful illustrations and reproductions are superb. 
These volumes give the most complete and practical 
information on the entire field of tumour pathology 
for the pathologist, the surgeon and all who need 
to consult a textbook. 


RECENT STUDIES IN EPIDEMIOLOGY. Edited by J. 
Pemberton and H. Willard, Queen’s University, Belfast. 
203 pp. Illust. Charles C Thomas, Springfield, IIl.; The 
Ryerson Press, Toronto, 1959. $7.00. 


This volume presents the formal contributions to The 
Study Group on Currént Epidemiological Research, 
organized by the Inteftnational Corresponding Club 
(Preventive and Social] Medicine), supported by the 
Rockefeller Foundation and the Foundation for In- 
fantile Paralysis, meeting in Holland in September 
1957. Representatives attended from 20 different 
countries, from 44 university departments of medicine, 
clinical medicine and preventive and social medicine, 
as well as from general practice, research institutions, 
and official public health organizations. 

The theme of the Study Group was methods in 
epidemiology, the various methods being presented for 
the most part by brief reviews of specific studies, the 
findings of which lighten and brighten the volume. 
The subjects of the illustrative studies were not con- 
fined to infectious diseases but included cancer, heart 
disease, accidents, mental] illness, irradiation hazards, 
ulcerative colitis, Jamaican vomiting disease and veno- 
occlusive disease, opportunities in teaching health 
centres and evaluation of health needs and services. 
From this wide variety of subjects, of source material, 
of personnel and of methods used, the reader gains 
something of the opportunity which the meeting, pro- 
vided for broad interchange of ideas, the real virtue 
of any medical meeting. 

In the appendices, 14 pages are devoted to a sum- 
mary of a panel discussion on the teaching of pre- 
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ventive and social medicine to medical undergraduates 
and five and a half pages to an evaluation of various 
types of health education in Jugoslavia. 

This little volume thus presents instructive and 
stimulating material for both the academic and prac- 
tising clinician, as well as for those in the related fields 
of preventive and social medicine and public health. 

It is surprising to find “data is” and “this data” in a 
Thomas publication which otherwise reaches the high 
Thomas standards. 


THE CHEMISTRY OF DRUGS, Norman Evers and 
Dennis Caldwell. 415 pp. Illust. 3rd ed. Ernest Benn 
Ltd., London, 1959. 84/—. 


For this third edition of a well-known British book 
on the chemistry of drugs, the volume has been com- 
pletely rewritten, in view of the enormous expansion 
of the subject in the 26 years since the last edition was 
produced. The aim of the book is to describe the 
chemistry of drugs and nothing else. For each drug, 
the method of preparation and properties are given 
together with background information on the class to 
which it belongs. There is a good bibliography and 
two valuable appendices, one showing proprietary 
names and their non-proprietary equivalents and the 
other showing this classification in reverse. There is 
no doubt that this will be a useful standard text for 
all those concerned with drugs and their chemistry. 


DISEASES OF WOMEN. Edited by Frederick W. Roques, 
John Beattie and Joseph Wrigley. 556 pp. Illust. 10th ed. 
Edward Arnold Ltd., London; The Macmillan Company 
of Canada Limited, Toronto, 1959. $6.15. 


During the last forty years the “ten teachers” concerned 
in the production of the ten editions of this popular 
book have changed regularly, but the book has not 
changed in purpose or format. It was originally in- 
tended by Sir Comyns Berkeley as a textbook for medi- 
cal students, and it has remained throughout the years 
a widely read introduction to gynecology, reflecting 
current teaching in the hospitals of London, free of 
personal idiosyncrasies and not betraying much evi- 
dence of its multiple authorship. The present edition 
has new material on vaginal cytology and extensive 
revisions, particularly in the sections on _ prolapse, 
tuberculous salpingitis and operative gynecology. 


THE MIRACLE OF THE MOUNTAIN, Alden Hatch. 
223 pp. Illust. Hawthorn Books Inc., New York; Mc- 
Clelland & Stewart Limited, Toronto, 1959, $4.95. 


This is the record of a magnificent Canadian achieve- 
ment—the development of the little College of Notre- 
Dame in Céte-des-Neiges, Montreal, into the towering 
Oratory of St. Joseph on Montreal Mountain. 


The life and works of Brother André, who was 
admitted to the College in 1872 and who served 
St. Joseph till his death in 1937 at the age of 91, 
were major factors in this development. The material 
for this biography was collected by the author from 
the official records which were assembled between 
1940 and 1950, into the cause for the beatification 
and canonization of Brother André. The miraculous 
cures, attributed to St. Joseph by Brother André, are 
documented in this testimony in considerable detail. 

This book is of great interest as a description of a 
field of meticulous investigation into a subject which 
is probably new to most otf us. 
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Clinically established, CoRTICREME 
brings to affected tissue adequate thera- 
peutic concentration for maximum result 
with minimum risk of systemic reaction. 
The special base, readily absorbed, water- 
miscible, hypo-allergic, is ideally suitable 
for anti-inflammatory — anti-pruritic treat- 
ment of various dermatological conditions. 





Also where infection of cutaneous lesions co-exists 
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medical and surgical specialties. The lists for the 1959 
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1960. 
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COOK COUNTY GRADUATE SCHOOL OF MEDICINE 


INTENSIVE POSTGRADUATE COURSES 
STARTING DATES—FALL, 1959 


Annual Postgraduate Course of the International College 
of Surgeons, Two Weeks, November 2 


Surgical Technic, Two Weeks, September 21, October 19 
Fractures and Traumatic Surgery, Two Weeks, October 12 
General and Office Obstetrics, Two Weeks, Sept. 14, Nov. 2 


Office and Operative Gynecology, 
Two Weeks September 28, October 19 


Surgery of Colon and Rectum, One Week, Sept. 21, Oct. 26 
Internal Medicine, Two Weeks, October 19 


Numerous other courses will be offered by the Department of 
General Medicine, General Surgery, Urology and Cystoscopy. 


Address: 
Registrar, 707 South Wood Street, Chicago 12, Illinois 
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By G. Lombard Kelly, B.A., B.S. Med., M.D. 
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MEDICAL NEWS in brief 


(Continued from page 257) 


THOROTRAST LESIONS 
IN THE NECK 


For about 20 years, starting 
from the late 20’s of this century, 
thorotrast in aqueous solution was 
widely used for arteriography. It 
has since been shown to produce 
a series of dangerous local re- 
actions, ranging from malignant 
tumours on the one hand to simple 
deposits with fibrosis on the other. 
Up to 1957, Bauer had traced in 
the literature 29 cases of malignant 
tumour—a quite small number in 
comparison with the vast number 
of cases in which thorotrast had 
been used, Becker and Matzker 
from Nuremberg and Mainz, Ger- 
many, respectively (Deutsche med. 
Wehnschr., 84: 853, 1959), report 
10 cases collected between 1955 
and 1958, in which the patient 
had received at some period be- 
tween 1933 and 1944 a paravas- 
cular injection of thorotrast during 
arteriography of the carotid sys- 
tem. Of these ten patients, nine 
complained of symptoms related to 
the neck, predominantly hoarse- 
ness and pain. On examination, the 
commonest finding was a thicken- 
ing of the tissues in the side of the 
neck where deposits of thorotrast 
were radiologically demonstrable. 
Five patients had a vocal cord 
paralysis, three a lingual nerve 
paralysis and one a paralysis of 
the uvula. In half of these cases, 
thorotrast was also demonstrated in 
the spleen, liver and occasionally 
the mesenteric lymph nodes. Radio- 
activity was still demonstrable 
over the site of the deposits, whose 
surgical removal was usually im- 
possible. As a rule, the carotid 
artery is completely walled-up in a 
thorotrastoma and cannot be freed. 
However, some intervention is oc- 
casionally necessary. Infection with 
abscess formation calls for opening 
of the abscess; a threatened bleed- 
ing from the carotid artery may 
require ligation and a tracheotomy 
may be called for. 


TREATMENT OF 
PARALYSIS AGITANS 
WITH CHLORPHENOX- 
AMINE HYDROCHLORIDE 


A new drug has been introduced 
which has proved beneficial in 
many patients with paralysis 
agitans who previously had not 





Canada's First Sank 
wd die he dle die dhe he whe ded 


\ " 


TO 2 MILLION CANADIANS 





BANK OF 


MonTREAL 





working with Canadians in 
every walk of life 
since 1817 


been helped by standard treatment — 


(Doshay and Constable, J. A. M. A., 
101: 37, 1959). It is chlorphenoxa- 
mine hydrochloride, a derivative 
of diphenhydramine (Benadryl) 
hydrochloride. It is supplied in 
100-mg. capsules and 50-mg. 
coated tablets. As much as 600-mg. 
per day was given to some patients 
without evidence of side reactions. 
Satisfactory results were achieved 
by some with 75 mg. daily. Of a 
total of 161 patients treated with 
this drug, 85 (53%) were im- 
proved, and of those who failed to 
improve the majority had tremor 
as a predominant symptom. The 
optimum: dosage for most patients 
was 50 mg. 3 times daily. Its most 
remarkable action was on rigidity, 
akinesia, tiredness, and weakness, 
whereas tremor was only a little 
improved and in 16 patients it be- 
came accentuated when the drug 
was used alone. Striking relief from 
its use was observed in some 
patients with frequency and 
urgency of urination. Not a single 
instance of dangerous or toxic 
effect was observed. Ten patients 
complained of indigestion, eight of 
drowsiness, six of dryness of the 
mouth, four of nausea, four of 
dizziness and two of anorexia. 


43 


Taking the drug after meals and 
with milk instead of water largely 
corrected the indigestion. It is 
noteworthy that even as much as 
600 mg. of chlorphenoxamine a 
day failed to produce pupillary 
changes, thus making it a particu- 
larly useful drug for patients with 
glaucoma. 


THE DYSGAMMAGLOBU- 
LINAZEMIC SYNDROME 


In four men who had frequent 
attacks of pneumonia, discrete 
peaks of gamma globulin were 
found on serum electrophoresis. 
Ultracentrifuge studies did not 
reveal macroglobulinemia and 
tests for cryoglobulins and pyro- 
globulins were negative. Immuno- 
logical studies by gel-diffusion 
techniques revealed that these pro- 
teins were similar to the proteins 
in “myeloma” in three of the 
patients and similar to macro- 
globulins in the fourth. No clinical 
indications of myeloma or marrow 
abnormalities were found in any 
of the patients during periods of 
observation between one month 
and three months. Values for pro- 


(Continued on page 44) 
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MEDICAL NEWS in brief 
(Continued from page 43) 


perdin obtained during a period 
without infection were low. The 
immunological response to anti- 
genic stimulation was low. Even 
though hyperglobulinemia_ was 
present, the clinical syndrome of 
hypoglobulinzmia occurred. Treat- 
-ment has been by _ continuous 
observation with the administration 
of antibiotics when indicated. 
Studies currently in progress will 
demonstrate whether injections of 
gamma globulin provides protec- 
tion against these repeated infec- 





tions.—W. J. Hammack, F. E. Bold- 
ing and W. B. Frommeyer: Ann. 
Int. Med., 50: 28, 1959. 


THE CAUSE OF 
DIGITAL CLUBBING 


By means of radiosodium ab- 
sorption studies the digital circu- 
lation was investigated by Hall 
(Lancet, 1: 750, 1959) in 16 
persons, 8 of whom had digital 
clubbing. It was found that the 
capillary flow is markedly de- 
creased in clubbed fingers as com- 
pared with normal fingers. When 
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about half the radioactivity had 
disappeared, rutin was injected 
intravenously and this was fol- 
lowed by increased absorption of 
radioactive sodium in the clubbed 
fingers, in some of which pulsation 
appeared. 

The author has a hypothesis to 
explain the development of club- 
bing in certain lung diseases and 
in congenital heart disease. When 
mixed venous blood is shunted 
past normal lung tissue or for some 
other reason reduced ferritin is not 
oxidized, it enters the systemic 
circulation in a vasoactive form 
and dilates the arteriovenous an- 
astomoses by its antagonistic action 
to adrenaline. The dilatation of the 
anastomoses causes local hyper- 
trophy similar to that caused by 
arteriovenous aneurysms. Rutin by 
its antagonistic action to ferritin 
restores capillary pulsation, reduces 
the size of the arteriovenous anas- 
tomoses and improves digital 
circulation. 


THE BACTERIAL FLORA 
OF THE HUMAN TRACHEO- 
BRONCHIAL TREE 


The bronchial mucus from each 
of 200 patients in a tuberculosis 
sanatorium was cultured. The 
specimens of mucus were obtained 
at bronchoscopy from 100 patients, 
and from the open bronchial stump 
at the time of pulmonary resection 
from the other 100 patients. 

All cultures of bronchial mucus 
obtained at bronchoscopy were 
positive. Most were mixed cultures 
and revealed bacteria commonly 
found in the pharynx. The cultures 
of bronchial swabs taken at surgery 
showed “no growth” in 80 of the 
100 cases. The bronchial mucus of 
20 patients (20% ) contained viable 
bacteria, usually in pure culture. 


From these data, presented by 
Correll et al. (J. Thoracic Surg., 
37: 367, 1959), it appears that the 
bacterial content of bronchial 
mucus differs, depending upon how 
it is collected. Specimens of bron- 
chial mucus obtained at broncho- 
scopy uniformly grew bacteria, 
usually in mixed culture, whereas 
the mucus obtained through the 
open bronchial stump at surgery 
was sterile in 80% of the 100 
cases studied. 


It is suggested that the high 
incidence of positive cultures from 
the bronchoscopic specimens is due 


(Continued on page 46) 
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to the aspiration of saliva, high in 
bacterial content, into the normally 
sterile tracheobronchial tree. Such 
aspiration surely occurs as_ the 
result of reflex coughing initiated 
by the intratracheal instillation of 
the topical anesthetic agent. The 
possibility of pharyngeal mucus 
contaminating the bronchoscope 
during its passage is also to be 
considered, although inserting a 
laryngoscope still provided mucus 
which grew bacteria upon culture. 





It is possible that some of the 
positive cultures obtained from 
bronchial secretions taken from the 
open bronchial stump at surgery 
were the result of contamination 
from the anesthetist’s aspirating 
catheter during the practice of per- 
forming tracheobronchial _ toilet. 
This factor seems especially likely 
in at least two instances in this 
series in which the anesthetist had 
to do multiple tracheal aspirations 
and manipulate the endotracheal 
tube to replace it during the opera- 
tion. oe 
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From these findings the authors 
conclude that various broncho- 
pulmonary pathological _ states 
favour the presence of micro- 
organisms; and _ that bronchial 
mucus obtained at bronchoscopy 
after topical anesthesia is likely 
to be contaminated, probably by 
aspirated saliva. 


PRIMARY STEATORRH@GAS 


Jimenez Diaz (Schweiz. med. 
Wehnschr., 89: 447, 1959) states 
that extensive examination of 
stools for fat content has estab- 
lished the fact that the norma! 
person excretes no more than 5 
grams of fat in 24 hours. Amounts 
of 7 grams and more are regarded 
as abnormal and as_ indicating 
steatorrhoea. Coeliac disease, idio- 
pathic steatorrhcea in the adult 
and tropical sprue are one and the 
same disease in spite of certain 
clinical differences between them. 
When stools are collected over 
three days and mixed and dried 
and put into a calorimeter, the 
number of calories eliminated by 
the patient can be estimated. In 
normal people on an ordinary diet 
the faecal loss amounts to 80-100 
Cal. per 24 hours. Dietary changes 
influence this elimination only very 
little. 

In disease of the bowel these 
losses can reach 200, 300, and even 
1000 Cals. and in such cases the 
author and his collaborators were 
able to demonstrate steatorrhoea 
every time. Only rarely was high 
caloric loss not accompanied by 
considerable elimination of fat, 
and it was then due to loss of 
albumin and fluids in inflammatory 
disease of the small bowel. Esti- 
mation of the caloric value of | 
gram of dried stool permits a fairly 
accurate calculation of the loss of 
fat. As a result of these investiga- 
tions it became evident that 
steatorrhcea occurs much more 
frequently than hitherto believed. 
The disease may start acutely and 
resemble a febrile enteritis with 
the typical symptoms of sprue de- 
veloping only after several months. 
Not infrequently the disease is 
cyclic and in the case where 
anemia and diarrhoea improve, 
cedema and deficiency syndromes 
make their appearance. This may 
lead to the belief that one or the 
other therapeutic measure has led 
to a remission. 

A very important syndrome is 
that affecting the pituitary gland. 
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The infantilism of. coeliac children 
resembles hypopituitarism and the 
x-ray examination of the skeleton 
shows frequently rickets and a 
Looser-Milkman syndrome. Pitui- 
tary gonadotrophin secretion is 
usually very low and there are 
other signs of delay and reduction 
of sexual development. In grown- 
ups decrease in sexual function is 
almost always present, especially 
in men, and the pallor and changes 
of hair distribution with decreased 
pigmentation of the skin suggest 
pituitary or gonadal insufficiency. 
At times it is difficult to distinguish 
between hypopituitarism and 
steatorrhoea. In other cases the 
clinical picture makes one think 
of adrenal insufficiency. Although 
clinically adrenal insufficiency is 
accompanied by diarrhoea which 
can be controlled by steroid and 
sodium administration, no evi- 
dence of diminished absorption of 
fats has been demonstrated in 
several cases of adrenal insuf- 
ficiency examined by the author. 

In some cases the disease re- 
minds one of parathyroid dis- 
orders. Tetany and osteomalacia 
are present, and although the serum 
calcium level may be normal 
a reduction of phosphorus value 
may be found as in hyperpara- 
thyroidism. At times symptoms of 
hyperthyroidism are observed, As 
regards electrolyte loss in patients 
with steatorrhoeas, it is difficult to 
determine to what extent this is 
due to lack of absorption or to 
excessive elimination. In the case 
of sodium and potassium, exces- 
sive elimination is most likely the 
case, but as far as calcium and 
phosphorus are concerned both 
possibilities are present. 

Vitamin deficiency causes its 
own series of clinical pictures. 
Very frequent are glossitis, cheil- 
osis and even the oro-glosso-anal 
syndrome associated with anzmia. 
At times the picture is that of 
pellagra or of tropical and de- 
ficiency anzemias or of hypo- 
proteinzemia with oedema. Anzemia 
is not always macrocytic and hyper- 
chromic. In primary’ steatorrhoeas, 
lack of absorption of iron has been 


proven with radioactive iron in © 


contrast to good absorption of iron 
in symptomatic steatorrhoeas fol- 
lowing gastric resection. Various 
anzemias of still undefined etiology 
may well be due to steatorrhoea 
unrecognized because of lack of 
prominent intestinal symptoms. 
Anisocytosis with only _ little 


poikilocytosis should in the 
author’s opinion lead one to sus- 
pect steatorrhoea. 

The most convincing diagnostic 
procedure is examination of the 
stools, which can be done in the 
wet state; if so, the fat content 
should be stated not in percent- 
ages but in total amount per 24 
hours. To avoid considerable 
errors, it is advisable to collect 
stools for three consecutive days; 
if clinical studies of intake and fat 
loss are carried out, 8-12 day 
studies are required. If the daily 
excretion of fat is determined after 
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an almost fat-free diet, it is pos- 
sible to establish that excretion is 
greater than intake. According to 
the author, vitamin deficiency ac- 


companying sprue is due not to 


diminished absorption but to 
faulty synthesis in the smali bowel 
because-of the dysbacteria existing 
in the intestines. The finding that 
gluten-free diet produces remis- 
sion, particularly in children but 
also in adults, has created new 
questions. The author believes that 
the damaging effect of gluten is 


(Continued on page 50) 
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due to the gliadins and that they 
or other exogenous factors produce 
a disorder of the bacterial flora in 
the bowel. Sensitivity to gliadins 
may be another possibility, as ex- 
periments have shown that the 
normal person absorbs only a very 
small amount of this substance in 
the fasting state whereas those 
sensitive to gluten show high 
blood contents after oral intake. 
Predisposition, bacterial flora, 
hypersecretion of fat, increase of 
bacteria which use up vitamins in 
increased amounts, nutritional de- 
ficiency (of proteins, vitamins and 
electrolytes) as well as atrophy of 
intestinal villi are all links in a 
chain, and each of them plays an 
important role in the course of the 
disease and its varied clinical 
picture. 


INCIDENCE OF CANCER 
IN CHRONIC LEUKAEMIA 
AND IN POLYCYTHAEMIA 


VERA 


A review by Lawrence and 
Donald (Am. J. M. Sc., 237: 488, 
1959) of the literature and of a 
personal series of cases of primary 
malignancy occurring in patients 
with chronic lymphatic leukzemia, 
chronic myelogenous leukeemia and 
polycythemia vera suggests that 
there is an increased incidence of 
cancer with these conditions. In the 
leukemias, there is no indication 
from the reported cases that there 
is a predilection for any specific 
organ or system. With polycyth- 
zemia vera, however, there is a high 
incidence of renal malignancy (17 
cases in 630 patients). Other than 
this one organ, there is no apparent 
close association. 

The role of radiation therapy in 
the production of the associated 
malignancies is not clear. In this 
and other reported series of poly- 
cythemia vera patients, there is no 
indication of an increase in mal- 
ignancy in the radiation-treated 
group as against the group treated 
by other methods, but the number 
of patients is not large enough for 
adequate comparison. No series of 
untreated leukemias is available 
for analysis, but there appears to 
be no indication that radiation in 
these patients has produced mal- 
ignancy. 

In summary, therefore, it appears 
that patients with polycythemia 








vera and with chronic leukzmia 
have an increased susceptibility to 
malignancy. This susceptibility is 
not produced by radiation therapy. 


DIGITALIS INTOXICATION 


The study of clinical records and 
electrocardiograms of patients dis- 
charged from the City of Memphis 
Hospitals with the diagnosis of 
digitalis intoxication in the years 
1940 to 1957 uncovered’ 148 
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genuine cases (Capeller e¢ al., Ann. 
Int. Med., 50: 869, 1959). All of 
these cases showed clinical evi- 
dence and_ electrocardiographic 
signs of digitalis intoxication which 
disappeared on omission of digi- 
talis. Anorexia, nausea and cardiac 
irregularities were almost equally 
frequent as initial manifestations of 
digitalis intoxication, and this ap- 
peared to be irrespective of the 
preparation used. Digitalis leaf was 
by far the most frequent cause of 
toxicity in this series but digoxin, 
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either alone or in combination with 
lanatoside C, was also a fairly com- 


mon Offender. Since potassium 
chloride treatment was instituted in 
cases of digitalis poisoning (either 
intravenously in a slow drip or by 
mouth) no case of intoxication has 
persisted more than six days and 
most arrhythmias disappeared in 
hours or one to two days, Digitalis 
intoxication was presumed to be 
the cause of death in six patients 
of this series, and in five, autopsy 
was performed without anatomical 





for most of your diabetic patients 


lowers blood sugar in mild, , ec: = 
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cause of death being demonstrated 
in any of them. It was surprising to 
find how frequently patients on a 
so-called maintenance dose of digi- 
talis leaf developed intoxication. 
Gynecomastia developed in one 
male and one female whilst on 
maintenance doses of digitalis leaf 
but disappeared 10 days after digi- 
talis was discontinued. Attention is 
drawn to deceptive manifestations 
of digitalis poisoning, such as ag- 
gravation of congestive failure; the 
danger of increasing the dose of 
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digitalis in such cases is empha- 
sized. Two typical case reports are 
given, the types of electrocardio- 
graphic changes are described and 
a table of the six fatal cases is 
presented. 


DISABILITY AFTER 
GASTRIC SURGERY FOR 
BENIGN DISEASE 


One hundred and _ fifty-seven 
patients who had _ undergone 
stomach operations for benign dis- 
ease were studied by Palmer (Ann. 
Int. Med., 50: 928, 1959) as com- 
pletely as possible in order to 
determine whether their symptoms 
could be ascribed to the result of 
surgery. The most frequent primary 
reason for an unsatisfactory post- 
operative course was the develop- 
ment of an anastomotic ulcer after 
subtotal resection or simple gas- 
troenterostomy. Even after vago- 
tomy with gastroenterostomy, this 
represented a considerable pro- 
portion (8 out of 40). 

In one-third of the cases results 
would have been classified as ex- 
cellent if they had been evaluated 
at the end of the first year, but 
troubles began as long as 10-12 and 
surgery. 
Only in one-third of cases of dump- 
ing did the symptoms begin im- 
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mediately after operation and in 
one case they did not develop until 
four years later. The author points 
out that almost all of the 157 
patients had been advised after 
their gastric operation to remain 
indefinitely on some variety of 
medication and on a bland diet. 
Very few of them seem to have 
wondered what the point of 
surgery had been if their post- 
operative regimen varied so little 
from the one before operation. It 
is suggested that the internist can 
make an important contribution 
towards decreasing postoperative 
morbidity by limiting ulcer surgery 
as best he can to true organic com- 
plications. Palmer emphasizes that 
the ulcer patient who responds 
least well to medical treatment is 
also the one who responds least 
well to surgical treatment. 
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aureus are implicated in hospital 
cross-infections with increasing fre- 
quency. Epidemics of staphylococ- 
cal infections in infants and nursing 
mothers have occurred in most 
areas of the world in recent years. 









The etiological agent has almost 
always been a coagulase-positive 
strain of Staph. aureus, resistant to 
penicillin, the tetracyclines and 
streptomycin and occasionally to 
erythromycin. Infected individuals, 
as well as some who merely care 
for patients, become nasal and cu- 
taneous carriers. They are potenti- 
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ally dangerous disseminators of in- 
fection. Infants and their mothers 
may be colonized in the hospital 
maternity service, with a delay of 
weeks or months before symptoms 
occur. During the latent period 
these individuals may be the source 
of colonization and clinical infec 
tion of others in the family. In 
fections in a family in which . 
hospital delivery has occurre: 
within three months should be con- 
sidered as hospital-acquired, anc 
probably resistant to one or more 
antimicrobials. 

The detection and reassignment 
of asymptomatic nasal carriers be- 
fore they assume duties in a 
nursery for newborn infants would 
decrease the number of infections, 
and should be rigidly applied.— | 
T. E. Shaffer: Ann, Int. Med., 50: 
614, 1959. 


FORMAMIDINYLIMINO- 
UREA, A NEW BIGUANIDE 
ORAL HYPOGLYCAEMIC 
AGENT 


Krall and Bradley (Ann. Int. 
Med., 50: 586, 1959) compare 
earlier hypoglycemic agents, in- 
cluding guanidine and the com- 
pounds Synthalin A and B, with a 
new series of oral hypoglycemic 
agents known as biguanides or 
formamidinyliminoureas. Certain 
parallels and differences between 
these compounds in terms of chem- 
istry, metabolic effects, side effects 
and possible sites of action are 
noted; the toxicity reported with 
guanidine and Synthalin has not 
occurred to date in experimental] or 
clinical observations with the 
biguanides. Effects of biguanides 
used for varying periods of time 
up to 17 months were evaluated in 
173 patients with all types of 
diabetes, including 53 of juvenile 
onset. Known duration of diabetes 
varied greatly, from a few wecks 
to 35 years. 

Of the study group reported, 
150 patients (88%) had demon- 
strably lowered blood sugar levels, 
while 66 (38%) were unable to 
continue biguanide therapy e- 
cause of gastro-intestina] side 
effects of the doses used. Although 
gastro-intestinal side effects were 
common, they were rapidly rever- 
sible. No clinical toxicity was 
noted, Hepatic, renal and hzemato- 
logical studies have revealed no 
abnormality to date, but the long- 
term effects of the biguanides are 
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still to be determined. Comparison 
with other hypoglycemic agents 
suggests that, when used with cer- 
tain precautions, they have clinical 
value in selected cooperative 
patients. 


PERIPHERAL VASCULAR 
DYNAMICS OF BOWEL 
FUNCTION 


The effect of bowel function on 
the peripheral circulation was 
studied by Halpern et al. (Am. J. 
M. Sc., 237: 453, 1959) in a group 
of normal and constipated subjects 
by observing the changes in venous 
pressure and segmental blood flow. 
The straining efforts associated 
with defecation raised pressure in 
both antecubital and saphenous 
veins, with an abrupt return to the 
base value after the termination of 
the strain. In normal subjects, the 
use of the bedpan in place of the 
commode increased the incidence 
of pressure elevation in the ante- 
cubital vein, but lowered this in- 
cidence in the saphenous vein 
because of the lack of postural de- 
pendence of the venous system of 
the legs. In response to controlled 
straining efforts, the venous pres- 
sure rose proportionately to the 
magnitude of straining. Controlled 
straining efforts produced a 
marked rise in peripheral seg- 
mental and digital vascular resis- 
tance. Throughout the study, the 
fluctuations among the constipated 
group were of a greater magnitude 
and frequency than those observed 
among the normal subjects. This 
was a reflection of the greater and 
more profound straining efforts of 
the former group. 

The implications of these findings 
with respect to mobilization of 
peripheral thrombi and production 

f pulmonary embolism are dis- 
cussed, These results emphasize 
‘he conclusion that, if tragic 
cardiovascular episodes associated 
‘vith defeecation are to be avoided, 
‘he immediate correction of con- 
‘tipation is of particular importance. 


SEGMENTAL RESECTION 
FOR PULMONARY 
TUBERCULOSIS 


An analysis was made of 335 
cases of segmental resection for 
pulmonary tuberculosis by Bjork 
(J. Thoracic Surg., 37: 135, 1959). 
The operative mortality (including 
patients with marked ventilatory 
insufficiency) was 1.5%. Of the 


170 patients followed up from one 
to six years, 97% had a negative 
direct smear and 94% a negative 
culture and guinea-pig test of 
sputum and gastric washings. 
Ninety-two per cent were working 
full time. The incidence of im- 
paired arm movements, pain, 
cough and dyspnoea is described. 
The best cosmetic result and best 
arm movements were obtained 
when no thoracoplasty was added. 
Mobilization of the diaphragm 
gave the best cosmetic but the 
worst functional result of the dif- 
ferent space-diminishing _pro- 


39 


cedures. Osteoplastic thoracoplasty 
led to a better cosmetic result and 
better arm movements than thora- 
coplasty with rib resection. There 


was a higher incidence of post- - 


operative pain in the group in 
which rib resection thoracoplasty 
was performed. The late functional 
results have been very encourag- 
ing and it has been proved that 
segmental resections can be per- 
formed with a minimal loss of 
function. The contralateral side 
has withstood the resection very 
well. 


(Continued on page 58) 
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After absorption, theophylline is slowly eliminated. 
w Therapeutic blood levels endure for khours.* 
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therapeutic blood levels night and day, providing 

7 relief of wheezing, dyspnea, cough, and protection 
against acute attacks for most patients.* 


DOSAGE: First two days: 
45 cc. (three tbsp.) on arising; 
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Therapeutic blood levels 
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MEDICAL NEWS in brief 
(Continued from page 55) 


ALTERED PROGNOSIS 
WITH CARDIAC MASSAGE 


Two cases are reported of 
cardiac arrest after myocardial in- 
farction, in which recovery fol- 
lowed direct cardiac massage and 
the passing of alternating current 
across the heart in order to estab- 
lish normal cardiac rhythm 
(Nickel and Gale, J. A. M. A., 170: 
23, 1959). Five cases of cardiac 
arrest in acute myocardial] infarc- 
tion with cardiac massage per- 


formed either in the emergency 
room or in the patient’s hospital 
room are also reviewed and the 
essential clinical features tabulated. 
Cardiac resuscitation was unsuc- 
cessful in the case of an elderly 
man with diabetes mellitus and se- 
vere congestive heart failure, one 
of the successfully treated patients 
died shortly after the massage, 
probably of brain damage, and 
another died from widespread em- 
bolic occlusion ten minutes after 
massage. The two patients whose 
cases are reported are alive and 
well and shew no evidence of 
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e Acute or chronic anxiety 
e Emotional transition periods 


For the disturbed patient | 
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brain damage. The authors refer 
to the postulate by Beck and co- 
workers that death from coronary 
artery disease occurs in either one 
of two ways; the majority (90%) 
are due to electrical instability and 
the remainder to actual cardiac 
muscle failure. They cite the fact 
that four of their patients re- 
sponded to cardiac massage with 
a normal cardiac rhythm in support 
of Beck’s theory that most cases 
of cardiac arrest are due to electric 
instability and not to irreparable 
myocardial damage. Before at- 
tempts at electrical defibrillation, 
cardiac massage is necessary in 
order to improve myocardial oxy- 
genation, otherwise fibrillation 
may recur. 


EFFECT OF EXERCISE ON 
THE PERIPHERAL PULSES 


Pulses were registered simul- 
taneously at the proximal (thigh 
or calf) and distal (foot or toe) 
level of an extremity, both before 
and after exercise, in 11 normal 
subjects and 11 patients with 
arteriosclerosis. Exercises were of 
three kinds: stair climbing, “toe 
stands’, and “toe pushes”. In 
normal subjects, the immediate re- 
sult of exercise was a_ sharp 
diminution in the volume and 
systolic slope of the distal pulses 
and a sharp rise in the proximal 
pulses. This reaction was at its 
height immediately after exercise, 
and wore off gradually, levels re- 
turning to control ones in 10-20 
minutes. In the arteriosclerotic 
subjects in whom distal pulses 
were measurable, the reaction was 
similar to that of the normal sub- 
jects. Sympathectomy failed to re- 
verse this effect, which suggests 
that distal vasoconstriction is not 
a factor. Claudication in patients 
with palpable pulses at the foot 
is not due to arterial spasm but 
to partial occlusion at the aortic 
or iliac levels. The authors, 
Edwards, Cohen and_ Kaplan 
(New England J. Med., 260: 735, 
1959), agree with other worke:s 
that exercise intensifies ischzmia 
of the foot and toes, and advise 
caution in the use of exercises 'n 
such patients. 


TREATMENT OF 
SCLERODERMA 


Results obtained in the treat- 
ment of 72 consecutive cases of 
scleroderma are reported by Zara- 
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‘onetis (Ann. Int. Med., 50: 343, 
959). The regimen was: (1) sys- 
‘emic anti-fibrosis therapy by the 
vrolonged oral administration of 
potassium para-aminobenzoate in 
dosage amounting to 12 g. daily; 
2) physiotherapy, including exer- 
cises in deep respiration and, 
here applicable, mechanical dy- 
amic traction; (3) urecholine for 
he alleviation of dysphagia. 
Among the 60 subjects who re- 
ceived potassium para-aminoben- 
yoate for more than three months, 
cnly two did not show marked 
, moderate improvement in the 
kin condition. Prolonged admin- 
istration of the drug in adequate 
coses proved indispensable for in- 
ducing regression of the fibrotic 
component of the disease. 


Pericapsular fibrosis is a part of 
the pathological process and re- 
sults in articular contractures. It 
seems that the same type of arti- 
cular involvement occurs in the 
thoracic cage; this may cause 
thoracic rigidity, with resulting 
serious embarrassment of ventila- 
tory function. It is consequently of 
the greatest importance _ that 
physiotherapeutic measures,  in- 
cluding exercises in deep respira- 
tion, be instituted promptly and 
be maintained persistently in all 
patients with scleroderma. 
Examples are presented which 
prove that dynamic traction ap- 
paratus is specially useful in the 
treatment of manual contractures. 
(Esophageal motility was studied 
in 25 consecutive patients with 
scleroderma. Dysphagia was pre- 
sent in 17 cases, and normal 
emptying of the oesophagus was 
found in only two cases. The sub- 
cutaneous administration of 5 mg. 
accelerated cesophageal motility in 
ail cases, with one exception. On 
the basis of these findings, 
urecholine is prescribed for pa- 
ticnts with scleroderma who com- 
piuin of dysphagia. A 5-mg. tablet 
crushed and swallowed half an 
hw before each meal _ usually 
prevents or reduces this difficulty. 


't should be strongly emphasized 
that scleroderma is a chronic dis- 
C.se that requires chronic therapy. 
Consequently — so long as there 
does not yet exist a specific treat- 
ment of this disorder — all thera- 
peutic programs should be capable 
o! prolonged usage and should also 
be practical and economically 
possible. It is the opinion of the 
author that the regimen he des- 
cribes satisfies these requirements. 


CIGARETTE SMOKING, 
SERUM CHOLESTEROL, 
BLOOD PRESSURE, AND 
ADIPOSITY 


An epidemiological study was 
carried out in rural east and west 
Finland, including also men from 
the Helsinki fire department and 
business and professional men in 
Helsinki. The men were aged 20- 
59 years and there were 360 
regular cigarette smokers and 165 
men who never smoked. In both 
rural areas, the smokers tended to 
have higher serum-cholesterol 


59 


values than the non-smokers in 
each of the three age groups 20- 
29, 30-39, and 40-49, but not in 
the 50-59 age group. In Helsinki, 
however, the difference extended 
to include the 50-59 age group. 
Among the smokers the highest 
serum-cholesterol levels were 
found in those who smoked most. 
In all regions and at all ages, the 
blood pressure tended to be lower 
among the smokers than among 
the non-smokers. Although the dif- 
ferences were small, they were 
statistically significant. In the rural 


(Continued on page 66) 
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areas, the smokers tended to be 
thinner, but this did not apply to 
the men in Helsinki, where no sig- 
nificant difference was found be- 
tween smokers and non-smokers. 
The authors were unable to explain 
any reason for the differences in 
serum cholesterol levels and blood 
pressure observed in this study. 
They refer to a five-year follow-up 
study by two of the authors 
(Brozek and Keys, 1957), who 
found that men who stop smoking 
tend to become fatter.—M. Kar- 


vonen, E. Orma, A. Keys, F. 
Fidanza, and J. Brozek: Lancet, 
1: 492, 1959. 


SEMAINE MEDICALE 
DE PARIS 


Consacrée depuis dix ans par 
un intérét croissant de la part 
des praticiens de France et de 
PEtranger, la Semaine Médicale 
de Paris va réunir, 4 partir du 
vendredi 2 octobre, 1959. d’im- 
portantes manifestations médicales 
qui vont se tenir simultanément, 
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comme l’an dernier, pour la plupart 
a la Salpétriére. 

Plusieurs d’entre elles s’inscrivent 
dans le domaine de l’enseignement 
post-universitaire, tels les Entre. 
tiens de Bichat, placés sous la 
double égide de la Faculté de 
Médecine et de l’Assistance Pub- 
lique de Paris, les Entretiens d 
Pediatrie, les Entretiens de Psy 
chologie Médicale, les Entretien 
de Thérapeutique, les Actualité: 
de Médecine Interne, les Actualité 
de Biologie Médicale, les Colloque 
avec le Praticien, les Journées d. 
Pneumologie de Hopital Bicha‘ 
les Journées d’Electro-Radiologic, 
les Journées Nationales de Réédu- 
cation, les Journées d’Endocrino- 
logie et de Diététique de PHépiti! 
Bichat, et la Semaine d’Enseigne- 
ment médical des Ho6pitaux de 
Paris patronnée par le Collége de 
Médecine des H6pitaux de Paris 
et TAssociation d’Enseignement 
Médical des Hopitaux de Paris. 

La date de cette Semaine Médi- 
cale de Paris (2 octobre-16 octobre, 
1959) coincide avec divers Con- 
grés, Expositions et le Salon de 
Automobile qui attirent a Paris 
de nombreux médecins. Une ex- 
position consacrée a “La Médecine 
en Extréme Orient” rassemblera 
des documents et des piéces de 
collections d’un intérét exception- 
nel prétés par les Musées nationaux 
et les collections particuliéres de 
toute la France. 

Les demandes de renseignements 
au sujet de la Semaine Médicale 
de Paris peuvent étre adressées au 
Club du Livre Médical et Phar- 
maceutique, 174, Blvd St-Germain, 
Paris 6°, France. 


CARDIOLOGIE POUR 
MEDECINS PRATICIENS 


Une Semaine de Cardiologie 
pour médecins praticiens sera don- 
née a l'Institut de Cardiologie de 
Montréal du 5 au 10 octobre pro- 
chain. Cette année comme en 1957 
le professeur Roger Froment <e 
Lyon sera le conférencier invité. {1 
fera trois démonstrations cliniques, 
développera six sujets d’impcr- 
tance et présidera cing forums. |e 
programme comportera aussi es 
sujets traités briévement et choisis 
grace aux commentaires des méci- 
cins qui ont assisté aux cours 
donnés antérieurement. Les frais 
dinscription s’élévent 4 $50.00 et 
la correspondance doit étre «d- 
ressée au Directeur de |’'Institut de 
Cardiologie de Montréal, 5415 
Blvd de ’Assomption, Montréal 36. 

















TRANSACTIONS 


of the 


NINETY-SECOND ANNUAL MEETING 


The Canadian Medical Association 


THE YEAR 1959 WILL BE OUTSTANDING in the annals of The Canadian Medical Association on many 
grounds, not the least of which has been the separation of the sessions of the Ninety-Second Annual Meet- 


ing into three distinct parts. 


On Friday and Saturday, May 29 and 30, the 
General Council met at the Royal York, Toronto, 
in association with the Seventy-Ninth Annual Meet- 
ing of the Ontario Division. Dr. Arthur F. VanWart 
presented his Presidential Valedictory Address at a 
luncheon on Friday, May 29, to an audience repre- 
sentative of Ontario doctors and their wives as well 
as the members of the General Council. On the 
evening of May 29, the members of the General 
Council and their wives were guests at a dinner 
tendered by the President, Officers and Directors of 
the Ontario Division. The toast to The Canadian 
Medical Association was fittingly responded to by 
Dr. Norman H. Gosse, Chairman of the General 
Council. A delightful program of musical entertain- 
ment completed a most pleasant function. 

One month later, on Tuesday, June 30, the 
Annual General Meeting of The Canadian Medical 
Association was held in the Royal York, Toronto, 
for the purpose of installing in the Presidency, His 
Royal Highness The Prince Philip, Duke of Edin- 
burgh. A capacity attendance of members and their 
wives assembled prior to 11:00 a.m. in the Concert 
Hall and the colourfully gowned members of the 
platform party entered in procession. Dr. A. F. 
VanWart, the President, was in the chair. The 
invocation was pronounced by the Right Reverend 
F. H. Wilkinson, D.D., Bishop of Toronto, Greet- 
ings were brought by the official delegates from 
sister national medical associations: Sir Arthur 
Thomson, President, British Medical Association; 
Dr. Louis M. Orr, President, American Medical 
Association; and Dr. Emile Blain, Directeur-Géné- 
ral, L’Association des Médecins de Langue Frangaise 
du Canada. Dr. VanWart introduced his successor 
in a brief biographical sketch and expressed the 
gratification of The Association that a member of 
the Royal Family had accepted our highest office. 
The Chairman of the General Council then invested 


His Royal Highness The Prince Philip with the 
Presidential insignia and installed him in the chair. 

The Presidential Address of His Royal Highness 
The Prince Philip, Duke of Edinburgh, was then 
presented. It demonstrated an awareness of the 
history and accomplishments of The Association 
and constituted a challenge to the medical pro- 
fession to~take the lead in promoting physical 
fitness. No collection of platitudes, this address was 
a significant contribution to the cause_of positive 
health. It was delivered in characteristically forth- 
right fashion and was received with acclaim. 

The President then thanked his predecessor, Dr. 
VanWart, in the name of The Association and 
presented him with the Past President's Badge. 
Mrs. VanWart was also thanked for her part in 
maintaining the tradition of the Presidency and 
presented with a bouquet of roses. After the singing 
of the National Anthem, the Annual General Meet- 
ing was adjourned. The platform party and their 
ladies withdrew to the Ontario Room where they, 
with certain other head table guests, were pre- 
sented to the President. 

An Association Luncheon followed in the Cana- 
dian Room with His Royal Highness The Prince 
Philip in the chair. After the toast to The Queen, 
the President thanked the members and their wives 
for attending in such large numbers and concluded 
his remarks by a charge to his Canadian Deputy, 
Dr. E. Kirk Lyon, to carry out, on his behalf, all 
duties of the Presidency. He transferred to Dr. 
Lyon, for his use, the Presidential insignia. Dr. 
Lyon spoke briefly in reply, assuring the President 
of his intention to represent him well. The luncheon 
was then adjourned and the officers of The Associa- 
tion conducted His Royal Highness to the door of 
the hotel. The Association may well be proud of our 
distinguished President, whose words and actions, 
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while in our midst, created a most favourable im- 
pression. 

The third portion of the Ninety-Second Annual 
Meeting took place in Edinburgh, July 18-24, 
jointly with the One Hundred and Twenty-Seventh 
Annual Meeting of the British Medical Association. 
To summarize the events of a week crowded with 
features represents a task of great magnitude and 


‘reference will be made only to a few highlights. 


The preparations of our Scottish hosts left nothing 
to be desired and the friendly atmosphere which 
they created will long be remembered by all in 
attendance. The tremendous scientific program was 
outstandingly good, and the attendance at all 
sessions testified to the meeting of minds of British 
and Canadian contributors. The Adjourned Annual 
General Meeting of the B.M.A. featuring Lord 
Adrian’s Address, and Dr. Wilder Penfield’s reply 
was an impressive function. The Annual Dinner of 
the B.M.A. at which all Canadians were guests, the 
special convocation of Edinburgh University at 
which Dr. Penfield, Dr. Best and Dr, Lemieux 
received honorary degrees, the military tattoo on 
the Esplanade of The Castle, the Garden Party 
at Holyroodhouse Palace, all represent functions 
which will not soon be forgotten. The registration 
of C.M.A. members at this portion of the Annual 
Meeting reached a total of 1100. With their wives 
and children, the Canadians in Edinburgh num- 
bered about three thousand. The enthusiasm with 
which they participated in all the activities was 
impressive. The thanks of The Canadian Medical 
Association have been expressed to the British 
Medical Association and to our indefatigable Scot- 
tish hosts. The ties that bind us are stronger than 
ever, and joint meetings such as this serve to rein- 
force the fraternal relationships which have char- 
acterized the British agd Canadian Medical Asso- 
ciations. 


THE GENERAL COUNCIL 


The General Council of The Canadian Medical 
Association met in the Roof Garden of the Royal 
York Hotel on May 29 and 30, 1959. The following 
members of the General Council or their alternates 
answered the roll call: 


Drs. F. G. Allison, Winnipeg, Man.; J. C. Allison, 
Toronto, Ont.; J. F. C. Anderson, Saskatoon, Sask.; 
David Archibald, Kingston, N.S.; George W. Arm- 
strong, Ottawa, Ont.; R. D. Atkinson, Waterloo, Ont.; 
W. W. Baldwin, Brooklin, Ont.; O. F. Beamish, Kempt- 
ville, Ont.; C. J. W. Beckwith, Halifax, N.S.; J. S. Bell, 
Toronto, Ont.; Normand J. Belliveau, Montreal, P.Q.; 
D. Berezan, Swift Current, Sask.; F. N. Blackwell, 
Cobourg, Ont.; W. Bramley-Moore, Edmonton, Alta.; 
E. F. Brooks, Toronto, Ont.; B. S. W. Brown, Granby, 
P.Q.; W. C. Campbell, Medicine Hat, Alta.; K. C. 
Charron, Ottawa, Ont.; C. B. Crummey, Toronto, Ont.; 
E. F. Crutchlow, Montreal, P.Q.; I. W. Davidson, 
Sudbury, Ont.; E. F. Donald, Edmonton, Alta.; M. S. 
Douglas, Windsor, Ont.; M. R. Dufresne, Toronto, 
Ont.; R. S. Duggan, St. David’s, Ont.; G. G. Ferguson, 
Vancouver, B.C.; F. W. FitzGerald, Lachute, P.Q.; 
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H. G. Fletcher, London, Ont.; R. O. Flett, Winnipeg, 
Man.; G. W. Gibbon, Englehart, Ont.; H. E, Gibson, 
Calgary, Alta.; J. H. Gibson, Sarnia, Ont.; S. S. B. 
Gilder, Toronto, Ont.; G. Gingras, Montreal, P.Q.; 
C. D. Gossage, Toronto, Ont.; N. H. Gosse, Halifax, 
N.S.; D. A. Graham, Toronto, Ont.; J. H. Graham, 
Ottawa, Ont.; A. A. Haig, Lethbridge, Alta.; T. R. 
Hale, St. Lambert, P.Q.; G. W. Halpenny, Montreal, 
P.Q.; C. F. W. Hames, North Battleford, Sask.; A. F. 
Hardyment, Vancouver, B.C.; G. A. Henry, Toronto, 
Ont.; I. M. Hilliard, Saskatoon, Sask.; R. M. Hines, 
Oakville, Ont.; D. J. Hosking, Prince Albert, Sask.; J. 
E. Hudson, Hamiota, Man.; K, A. Hunter, Ottawa, 
Ont.; F. C. Jennings, Saint John, N.B.; E, E, Johnson, 
Selkirk, Man.; R. O. Jones, Halifax, N.S.; A. T. Jousse, 


-*Toronto, Ont.; C. D. Kean, St. John’s, Nfld.; A. D. 


Kelly, Toronto, Ont.; J. W. Kettlewell, Edmonton, 
Alta.; D. G. Kinnear, Montreal, P.Q.; T. A. Laidlaw, 
Charlottetown, P.E.I.; S$. LeBlond, Chicoutimi, P.Q.; 
J. P. Legault, Montreal, P.Q.; P. O. Lehmann, Van- 
couver, B.C.; R. Lemieux, Quebec, P.Q.; N. Levinne, 
Toronto, Ont.; D. S. Lewis, Montreal, P.Q.; J. B. 
Lunam, Courtenay, B.C.; E. K. Lyon, Leamington, 
Ont.; J. H. Maloney, Charlottetown, P.E.I.; P. J. 
Maloney, Ottawa, Ont.; J. D. Markham, Fort William, 
Ont; Mark Marshall, Edmonton, Alta.; R. M. Mitchell, 
Sudbury, Ont.; H. V. Morgan, Calgary, Alta.; A. L. 
Murphy, Halifax, N.S.; J. R. McCleave, Digby, N.S.; 
W. G. McClure, Mission, B.C.; E. C. McCoy, Van- 
couver, B.C.; R. H. McCreary, Arnprior, Ont.; M. R. 
Macdonald, Halifax, N.S.; S. A. MacDonald, Montreal, 
P.Q.; S. MacDonald, Charlottetown, P.E.I.; M. T. Mac- 
farland, Winnipeg, Man.; J. W. Macgregor, Edmonton, 
Alta.; F. P. McInnis, Toronto, Ont.; R. B. MacKenzie, 
Newcastle, N.B.; J. A. McMillan, Charlottetown, P.E.L.; 
H. L. McNicol, Flin Flon, Man.; S. A. Orchard, Sas- 
katoon, Sask.; R. M. Parsons, Red Deer, Alta.; G. W. 
Peacock, Saskatoon, Sask.; A. F. W. Peart, Toronto, 
Ont.; E. A. Petrie, Saint John, N.B.; M. Potoski, 
Dauphin, Man.; T. Primrose, Montreal, P.Q.; H. G. 
Pritzker, Toronto, Ont.; T. J. Quintin, Sherbrooke, P.Q.; 
L. R. Rabson, Winnipeg, Man.; D. I. Rice, Halifax, 
N.S.; R. W. Richardson, Winnipeg, Man.; J. B. 
Ritchie, Regina, Sask.; C. A. Roberts, Montreal, P.Q.; 
S. F. Robertson, Toronto, Ont.; T. C. Routley, Toronto, 
Ont.; J. O. Ruddy, Whitby, Ont.; I. Rusted, St. John’s, 
Nfid.; Glenn Sawyer, Toronto, Ont.; W. L. Sloan, Van- 
couver, B.C.; F. H. Smith, Winnipeg, Man.; C. M. 
Spooner, Toronto, Ont.; E. R. Stewardson, Moose Jaw, 
Sask.; D. A. Thompson, Bathurst, N.B.; R. K. C. Thom- 
son, Edmonton, Alta.; K. R. Trueman, Winnipeg, Man.; 
F. A. Turnbull, Vancouver, B.C.; J. A. Peter Turner, 
Toronto, Ont.; J. F. Tysoe, Victoria, B.C.; A. F. Van 
Wart, Fredericton, N.B.; J. B. Wallace, Prince Albert, 
Sask.; J. D. Wallace, Wainwright, Alta.; C. H. Walton, 
Winnipeg, Man.; R. G. Warminton, Niagara Falls, Ont.; 
J. Wasylenko, Toronto, Ont.; L. Whitaker, St. Cath- 
arines, Ont.; G. M. White, Saint John, N.B.; F. L. 
Whitehead, East Riverside, N.B.; K. J. R. Wightman, 
Toronto, Ont.; W. W. Wigle, Dryden, Ont.; G. E. Duff 
Wilson, Kitchener, Ont.; G. E. Wodehouse, Toronto, 
Ont.; J. B. T. Wood, High Prairie, Alta.; W. Ross 
Wright, Fredericton, N.B.; C. H. Young, Toronto, Ont.; 
M. A. R. Young, Lamont, Alta. 

OpsseRVERS: Dr. R. M. Anderson, Oakville, Ont.; Mr. 
K. C. Cross, Toronto, Ont.; Dr. H. T. Ewart, Hamilton, 
Ont.; Mr. B. E. Freamo, Toronto, Ont.; Mr. A. K. 
Gillies, Toronto, Ont.; Mr. Jules Harris, Toronto, Ont.; 
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H.R.H. PRINCE PHILIP, THE 
DUKE OF EDINBURGH, after 
his installation as President of The 


Canadian Medical Association, To- 
ronto, June 30, 1959. 


Alex Gaby, Toronto 
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Mr. G. W. Perkin, Toronto, Ont.; Dr. G. L. Watson, 
Vancouver, B.C, 


The Chairman, Dr. N. H. Gosse, welcomed the 
members of the General Council to the 92nd 
Annual Meeting of The Canadian Medical Associa- 
tion. Dr. Gosse spoke a special word of welcome 
to the new members of the General Council and 
to our special guests, including two representatives 
- of the Canadian Association of Medical Students 
and Interns. 


Dr. Gosse also welcomed Dr. K. C. Charron, 
representing Dr. G. D. W. Cameron, Deputy 
Minister of the Department of National Health and 
Welfare, who was unable to attend. 


Dr. Lorne Whitaker, President of the Ontario 
Medical Association, welcomed the members of the 
General Council on behalf of the Ontario Division. 
The Chairman expressed the appreciation of the 
General Council to the Ontario Division for the 
hospitality which they had extended. 


APPOINTMENT OF RESOLUTIONS 
COMMITTEE 


Moved by Dr. R. Lemieux, 
seconded by Dr. W. W. Wiegle, 


that a Resolutions Committee be appointed. 
Carried 


Moved by Dr. E. F. Crutchlow, 
seconded by Dr. T. Primrose, 


that the Resolutions Committee be named 
by the Chair. 
Carried 


The Chairman appointed Dr. F, A. Turnbull, 
Dr. G. E. Wodehouse and Dr. Ian Rusted, to this 
Committee. — 


REPORT OF THE COMMITTEE 
ON ARCHIVES 


Mr. Chairman and Members of General Council: 


1. I beg to report, with deep regret, the death of 

the following members during the past year: 

Ballantyne, E. N., Hamilton, Ont. 

Bazin, A. T., Montreal, P.Q. (Senior Member of C.M.A.) 

Belfry, Roy A., Toronto, Ont. 

Bell, G. L., Binbrook, Ont. 

Brayley, L. G., Port Credit, Ont. 

Burnham, Howard Hampden, Toronto, Ont. 

Bustin, Ernest, Coronach, Sask. 

Chasney, W. E., Winnipeg, Man. 

Coutts, E. D., St. Catharines, Ont. 

Covernton, C. F., Vancouver, B.C. (Senior Member of 
C.M.A.) 

Cynberg, Mojzesz, Senneville, P.Q. 

Danard, B. P., Owen Sound, Ont. 


Canad. M. A. J. 
Sept. 1, 1959, vol. 81 


Danks, A. I., Calgary, Alta. (Life Member of Alberta 
Division) 

Earle, J. S., Victoria, B.C. 

Eede, J. R. L., Leamington, Ont. 

English, S., Crystal Beach, Ont. 

Erdei, A., Toronto, Ont. 

Etsell, E. T., Winnipeg, Man. 

Ferguson, Duncan D., London, Ont. 

Fink, C. T., Ottawa, Ont. 

Follett, J. V., Calgary, Alta. (Life Member of Alberta 
Division) 

Gérin-Lajoie, L., Montreal, P.Q. 

Gillie, J. C., Fort William, Ont. (Senior Member of 
C.M.A.) 

Graham, J. V., Halifax, N.S. 


.: Haig, K. J., Vancouver, B.C. 


Hall, G., Montreal, P.Q. (Life Member of Quebec 
Division, Senior Member of C.M.A.) 

Harris, L. C., West Vancouver, B.C. (Life Member 
of Ontario Division) 

Heaton, T. G., Toronto, Ont. 

Henders, Clare Wellesley, Toronto, Ont. 

Hilliard, Marion, Toronto, Ont. 

Holmes, R. E., Walkerville, Ont. (Life Member of 
Ontario Division) 

Hughes, R. C., Mimico, Ont. 

Irvine, P. L., Toronto, Ont. 

Johnston, R. E., Edmonton, Alta. 

Kennedy, A. S., Hamilton, Ont. 

Kenning, G. C., Victoria, B.C. 

Kerr, M. R., McDonald’s Corners, Ont. 

Key, J. A., Calgary, Alta. (Life Member of Alberta 
Division) 

Leavine, S. F., Kitchener, Ont. 

Lee, J. H., Hamilton, Ont. 

Linton, J. D., Windsor, Ont. 

Long, J. W., Pembroke, Ont. 

Lowrey, B. D., Toronto, Ont. 

Maher, B. J., St. John’s, Nfld. 

Malone-Barrett, M. T., Prince Albert, Sask. 

Merritt, Willis, Calgary, Alta. (Senior Member of 
C.M.A.) 

Metcalfe, D. C., Windsor, Ont. 

Michaud, J. M., North Battleford, Sask. 

Morrison, George Hugh, Calgary, Alta. 

Morse, D. G., Haney, B.C. 

Muir, J. A., Truro, N.S. 

Murphy, J. B., St. John’s, Nfld. 

McAllister, R., Vancouver, B.C. (Life Member of 
Saskatchewan Division) 

McCartney, G. E., Fort William, Ont. (Life Member of 
Ontario Division, Senior Member of C.M.A.) 

McGill, F. G., Regina, Sask. 

McGuffin, C. F., Calgary, Alta. (Life Member of 
Alberta Division) 

McIntosh, G. W., Winnipeg, Man. 

McIntyre, A. F., Grimsby, Ont. 

MacKenzie, K. A., Halifax, N.S. (Senior Member of 
C.M.A.) 

MacKenzie, S. G., Truro, N.S. 

McLean, G. D., Woodbridge, Ont. (Life Member of 
Ontario Division) 

McNaughton, J. A., Moncton, N.B. (Senior Member 
of C.M.A.) 

MacPhee, J. A., Summerside, P.E.I. (Senior Member 
of C.M.A.) 

McTaggart, G. D., Kitchener, Ont. 

Oswald, J. R., St. Catharines, Ont. 
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Palmer, J. H., Westmount, P.Q. 

Pearson, Henry Clinton, Grimsby, Ont. 

Pink, H. G., London, Ont. 

Powell, C. E., Port Arthur, Ont. 

Rehill, J. R., Ramsack, Sask. 

Reidy, Frederick Cyril, Winnipeg, Man. 

Riddell, A. E., Squamish, B.C. 

Robert, J. T., Windsor, Ont. 

Rochette, R., Outremont, P.Q. 

Seaton, J. G., Galt, Ont. 

Selby, D. L., Toronto, Ont. 

Singleton, A. B., Calgary, Alta. (Life Member of 
Alberta Division) 

Smith, R. P., Timmins, Ont. 

Smythe, F. G., Estevan, Sask. 

Snyder, G. B., Niagara Falls, Ont. 

Steele, D. A., Vancouver, B.C. 

Sutton, A. B., Port Credit, Ont. 

Switzer, S. L., Edmonton, Alta. 

Symonds, Wm. Jas. Charters, Toronto, Ont. 

Taylor, S. W., Lakeside, Montreal, P.Q. 

Thompson, A. A., Port Colborne, Ont. 

Thomson, J. W., Vancouver, B.C. 

Tiffin, M. E., Vancouver, B.C. 

Trites, A. E., Vancouver, B.C. 

Trow, E. J. Sr., Toronto, Ont. 

Upton, M. D., London, Ont. 

Waite, C. B., Peterborough, Ont. 

Weir, A. F., Hebron, N.S. 

Williams, J. E., London, Ont. 

Wright, C. C., Dauphin, Man. 


The members of the General Council stood in 
silence for one minute as a tribute to the memory 
of the deceased members. 


2. In this my first report for the Committee on 
Archives, I would pay tribute to my predecessor, Dr. 
H. E. MacDermot, who served The Association as 
Assistant Editor and Editor from 1924 to 1955. 
During most of this period he acted as Chairman of 
the Committee on Archives and did much to keep 
alive the spark of interest in our historical perspective. 
This is a matter of considerable importance but one 
which, unfortunately, has limited appeal to the majority 
of busy practitioners. We are indebted to Ernest Mac- 
Dermot for his work as Historian of The Association. 
Volume I of the History, published in 1935, traces 
our development from 1867 to 1920 and Volume II, 
published in December, 1958, continues the story from 
1921 to the present. The first volume is now a col- 
lector’s item but the second is readily available and 
it is recommended reading for every member. Dr. 
MacDermot, since his retirement, has assumed the 
appointment of Registrar of the Montreal General 
Hospital where he continues to render valuable service 
to Canadian medicine. As our centenary is now only 
eight years distant, this General Council will be inter- 
ested. to know that Dr. MacDermot has been author- 
ized to commence the preparation of ‘One Hundred 
Years in Canadian Medicine’ to celebrate the event. 

Adopted 


3. On accepting the chairmanship of the Com- 
mittee on Archives, I discovered that it was an excep- 
tion to most standing committees of The Association in 
that Divisional counterparts are not fully represented. 
In fact it might be fair to say that only. the work of a 
few devoted individuals has kept the national commit- 
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tee functioning at all. My first recommendation is that 
each of the Divisions should organize a Committee 
on Archives and that their chairmen should act as 
corresponding members of the C.M.A. Committee in 
the manner of other standing committees. The collec- 
tion of historical material is best accomplished close to 
its source and in every province we should have a 
group interested and active in recording local medical 
lore. 

Adopted 


4, In my own province of Saskatchewan the pro- 
vincial Archives Committee is well up to date. Short 
biographies on the surgeons and physicians of the 
North-West Mounted Police have been unearthed, 
and they have been brought from anonymity to actual 
recognition of their names and brilliant successes. Much 
of the work and inspiration about our Saskatchewan 
Archives Committee is due to the methodical and 
painstaking efforts of the late Dr. John E. Valens, to 
whom at this time I would like to pay great tribute. 

Adopted 


5. In Manitoba, Dr. Ross Mitchell has been most 
outstanding in making known the names and the works 
of the early practitioners in his province. The same 
can be said for Dr. E. P. Scarlett and Dr. G. S. Stanley, 
of Calgary, and Dr. Heber Jamieson, of Edmonton. 


Adopted 


6. I have no information at present regarding the 
work of the Archives Committees in the other prov- 
inces. It is my opinion that the duties of this commit- 
tee in all the provinces should have a chairman as well 
as representatives from each of the districts. The 
members of the committee should have sgme financial 
assistance from their own provinces, for secretarial 
work, as so much correspondence is absolutely neces- 
sary. Each Divisional office would be the best cus- 
todian of its own provincial archives reports, with a 
duplicate copy of all such material being sent to the 
head office of the C.M.A. for the purpose of central- 
ization. 

Adopted 


7 Every Canadian medical man and woman should 
be proud to know the work of such famous women 
doctors as Dr. Elizabeth Blackwell, who received her 
diploma to practise medicine in January, 1849. In 
receiving her diploma at that time she stated that “in 
fighting disease, she was also fighting the devil”. Other 
women physicians whose names will always be held in 
reverence are Helen MacMurchy, Emily Howard Stowe, 
Elizabeth Smith Short, Augusta Stowe Gullen, Char- 
lotte Whitton Ross, Helen Reynolds Ryan and Frances 
G. McGill. ; 

These constitute but a few of the ways in 
which the work of Archives Committees can be reward- 
ing. 

Adopted 
All of which is respectfully submitted. 


J. B. RITCHIE, 
Chairman. 
Moved by Dr. J. B. Ritchie, 
seconded by Dr. M. S. Douglas, 


that the Report of the Committee on Archives 
be adopted. 
Carried 
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REPORT OF THE EXECUTIVE 
COMMITTEE 


Moved by Dr. F. A. Turnbull, 
seconded by Dr. G. M. White, 


that Dr. A. F. VanWart act as Chairman during 
the presentation of the Report of the Executive 


Committee. 
Carried 


Mr. Chairman and Members of the General Council: 


8. Since its election at the 9lst Annual Meeting, 
your Executive Committee has undertaken to represent 
the General Council and The Association in the conduct 
of our complex business affairs during a year which is 
unusual in many respects. Meetings of the whole Com- 
mittee have been held in Halifax in June, in Toronto 
in October and February and as this report is being 
written, we look forward to a further meeting in 
Toronto in May. In presenting this account of our 
stewardship, it is hoped that ratification of the actions 
of the Committee will be afforded. 

Adopted 


ANNUAL MEETINGS 


9. The Q9lst Annual Meeting held in Halifax, 
June 16-20, 1958, was a cooperative effort of the four 
Divisions of the Atlantic Provinces. The official host 
was the New Brunswick Division although the meeting 
was held in the territory of the Nova Scotia Division. 
To Dr. and Mrs. Arthur VanWart we are indebted for 
a triumph of organization and to the many members 
of committees for their excellent work under the 
handicap of their scattered location. A special word of 
thanks is due to the Nova Scotia Division and the 
Halifax members for their skilful handling of local 
arrangements and to the Prince Edward Island Division 
in providing for the pre-convention meeting of the 
Executive Committee in Charlottetown. 

Adopted 


10. Preparations for the 92nd Annual Meeting 
have been under way for more than two years 
and the complexities of this exceptional year have 
engaged the attention of your Executive Committee 
at each of its meetings. The 92nd Annual Meeting 


divides itself chronologically, geographically and 
functionally into three distinct parts: 


(a) The meeting of the General Council, Toronto, 
May 29 and 30. We are indebted to the 
Ontario Division for the invitation to hold this 
session in close conjunction with the Divisional 
Annual Meeting. 


The Annual General Meeting, Toronto, June 30. 
The election of His Royal Highness, The Duke 
of Edinburgh to the office of President-Elect 
of The Canadian Medical Association was asso- 
ciated in our minds with the hope that his 
installation as President of both B.M.A. and 
C.M.A. would be the highlight of the Joint 
Annual Meeting in Edinburgh. The interven- 
tion of the Royal Tour of Canada caused us to 
canvass alternative possibilities and after much 
negotiation in high places we have been offici- 
ally advised by the Coordinator of the Royal 
Tour that a period of three hours has been 
assigned to the C.M.A. on Tuesday, June 30, 
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in Toronto, for the installation of Prince Philip 
in the office of President. It is proposed that the 
ceremonial procedure of our Annual General 
Meeting be carried out and that this be followed 
by a luncheon at which our newly installed 
President will officiate. All members of the 
C.M.A. and their ladies, up to the capacity of 
the largest halls of the Royal York Hotel, will 
be eligible to attend both portions of the 
function. The President, Dr. Arthur VanWart, 
will install his royal successor and Dr. E. Kirk 
Lyon will be recognized as the active Deputy 
of the President. 
The Joint Meeting with the British Medical 
Association in Edinburgh will take place July 
18-24. An extraordinarily good scientific pro- 
gram has been arranged with ample participa- 
tion by C.M.A. members. Details of the program 
were published in nearly final form in the April 
1 issue of the Canadian Medical Association 
Journal. Our Scottish hosts have provided a 
most attractive array of social events and official 
functions and the very large delegation of 
Canadian medical families will find themselves 
entertained to the hilt. The details of travel 
arrangements have been skilfully handled by 
our Official travel agents, University Tours. 
Housing in Edinburgh remains the most difficult 
problem and repeated notification has been 
made to all concerned that optimum accommo- 
dation may be scarce. Our Scottish hosts are 
dealing with this situation to the best of their 
ability and all Canadian visitors are requested 
to be tolerant. 

Adopted 


11. In order that the various functions connected 
with our tripartite Annual Meeting may proceed 
smoothly, your Executive Committee has considered 
the matter of the transfer of duties from the current 
officers and Executive Committee to their successors 
who will be elected at this meeting of the General 
Council. To effect the transition, the following resolu- 
tion was passed: 


“That in view of the unusual circumstances 
which attend the 92nd Annual Meeting, with 
the separation of the sessions into three dis- 
cernible parts, it is the desire of the Executive 
Committee that the following delineation of 
duties pertain to the current officers of The 
Association, the elective members of the Execu- 
tive Committee and to their successors: 


The officers and members of the Executive 
Committee elected by the General Council, 
May 29 and 30, 1959, shall not assume their 
duties forthwith but the current officers and 
Executive Committee shall function until the 
conclusion of the scientific session in Edinburgh, 
July 24, 1959. The newly elected officers and 
members of the Executive Committee shall be 
expected to attend the meeting of the Executive 
Committee held in close relationship to the 
meeting of the General Council. 


(b) With the installation of the President on June 
30, 1959, his Canadian Deputy shall assume all 
duties connected with his office and the current 
President will then assume the duties of Past 
President. 
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(c) At the scientific sessions to be held in Edinburgh 
in conjunction with the B.M.A., the current 
officers and members of the Executive Com- 
mittee shall carry out any duties connected with 
their positions in the C.M.A. and at the con- 
clusion of the sessions of July 24, 1959, their 
successors will be considered to have been 
installed.” 

This proposal has been communicated to the 
members of the Nominating Committee, and it is re- 
quested that this General Council ratify the arrange- 
ment. 

Adopted 


Moved by Dr. L. Whitaker, 
seconded by Dr. T. J. Quintin, 


that the General Council ratify the actions of 

the Executive Committee in relation to the 

Annual Meeting, as outlined in Section 11. 
Carried 


12. The 93rd Annual Meeting will be held in Banff, 
June 13-17, 1960. As soon as the more pressing prob- 
lems of the current meeting have ‘been disposed of, 
preparations for the Banff session will be initiated. 
Adopted 


DIvIsIONAL ANNUAL MEETINGS 


13. During the calendar year 1958, our Divisions 
culminated a period of activity at their Annual Meet- 
ings which were held as follows: 


Quebec Division, Ste-Adéle—May 1-3 

Ontario Division, Toronto—May 12-16 

Newfoundland Division, Corner Brook — May 
26-28 

Prince Edward Island Division, Charlottetown 
—August 22 and 23 

New Brunswick Division, St. Andrews—August 
27-30 

Alberta Division, Lethbridge—September 29- 
October 2 

Manitoba Division, Winnipeg—October 6-10 

British Columbia Division, Kelowna—October 
7-10 

Saskatchewan Division, Regina—October 14-17 

Nova Scotia Division, Halifax — October 24 
and 25 


Our President, Dr. A. F. VanWart and Mrs. 
VanWart attended each of the Divisional meetings 
occurring since June, 1958, and will attend those 
occurring prior to this session of the General Council. 
Their presence, together with that of the contributors 
to the scientific program who accompanied them, has 
been much appreciated and we are grateful to them 
for a job well done. 


The schedule of Divisional Annual Meetings for 
1959 is as follows: 


Quebec Division, Chicoutimi—May 7-9 

Newfoundland Division, St. John’s—May 21-23 

Ontario Division, Toronto—May 25-29 

Nova Scotia Division, Keltic Lodge, C.B.—June 
23-27 

Prince Edward Island Division, Charlottetown 
—August 28 and 29 

New Brunswick Division, St. Andrews—Septem- 
ber 2-5 
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Alberta Division, 
October 1 

Manitoba Division, Winnipeg—October 5-9 

British Columbia Division, Victoria—October 
13-16 

Saskatchewan Division, Saskatoon—October 19- 


22 


Edmonton—September 28- 


Adopted 


SENIOR MEMBERS 


14. | Chapter VI Section 1 (c) of the By-laws was 
amended in 1958 to provide for the election of Senior 
Members in proportionate numbers to membership in 
the Divisions. Following the new procedure, the follow- 
ing members were elected to the honourable status of 
Senior Member by unanimous vote of the Executive 
Committee on nomination by their respective Divisions: 


British Columbia—Dr. Gordon Burke, Vancou- 
ver; Dr. Theodore Hourston Lennie, Van- 
couver 

Alberta—Dr. Wallace Warren Cross, Edmonton; 
Dr. John James Ower, Edmonton 

Saskatchewan—Dr. Herbert C. George, Regina 

Manitoba—Dr. Alvin Trotter Mathers, Winni- 
peg 

Ontario—Dr. Freeman A. Brockenshire, Wind- 
sor; Dr. George A. Campbell, Ottawa; Dr. 
Thomas Clarence Routley, Toronto; Dr. 
William Edward Gallie, Toronto; Dr. Her- 
bert Max Yelland, Peterborough 


Quebec—Dr. Roméo Roy, Levis; Dr. Stanley 
Graham Ross, Montreal 
New’ Brunswick—Dr. Clarence J. Veniot, 


Bathurst 
Nova Scotia—Dr. John C. Ballem, New Glasgow 
Prince Edward Island—No appointment made 
Newfoundland—Dr. John’ Burke, Grand Bank 


In view of the unusual nature of the Annual 
veosiion: in 1959 it is proposed to follow the procedure 
approved by the General Council in 1958 and have 
the President or Deputy President confer Senior Mem- 
berships at the time of the Divisional Annual Meetings. 


Adopted 


MEMBERSHIP 


15. The following table indicates the membership 
in The Association at the end of the last two calendar 
years: 








Province 1957 1958 
British Columbia . 1,380 1,426 
Bike 4558 wee KS 1,121 1,284 
Saskatchewan ........ 903 905 
es ae 843 953 
Re ira oon 5p aaa 5,431 5,680 
65k sive issica aca 1,414 1,622 
New Brunswick ...... 431 427 
Nova Scotia ........ 510 546 
Prince Edward Island . 82 to 
Newfoundland ....... 95 124 
Members-at-Large .... 15 21 
Non-Resident Members 52 62 
Military Members .... 70 45 

Total: 12,347 13,170 


Adopted 
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AFFILIATIONS 


16. No requests for affiliation have been received 
during the current year from either national medical 
societies or medico-lay organizations in the health 
field. There are 20 affiliates in the former classification 
and 13 in the latter. Cordial relationships have been 
maintained and the mutual exchange of information 
has been helpful. 


Adopted 


New “ApprOvVAL” ACTIVITY 


17. Your Executive Committee has considered care- 
fully the request of our affiliate, The Canadian Associa- 
tion of Radiologists, to undertake as a new C.M.A. 
activity the approval of schools for radiological tech- 
nicians. In view of the importance of an adequate 
supply of these essential technologists and in view of 
the necessity of promoting and maintaining high stan- 
dards of training, it has been decided to accede to this 
request and to establish the necessary organization 
to carry it out. A special Committee on Approval of 
Schools for Radiological Technicians has been author- 
ized and Dr. E. A. Petrie of Saint John has accepted 
the chairmanship. With the help of The Canadian 
Association of Radiologists and our other affiliate The 
Canadian Society of Radiological Technicians, a Basis 
of Approval will be elaborated together with the nec- 
essary forms and outline of procedure. It is hoped 
that this new activity will operate to the benefit of 
education in radiography in a manner similar to our 
interest in laboratory technology. 

Adopted 


C.M.A. House 


18. It was reported to the General Council in June, 
1958, that a series of negotiations with such authori- 
ties as the Ontario Municipal Board, the Toronto 
Planning Board and the Committee on Adjustment 
had resulted in the apparent removal of the last imped- 
iment to the utilization of a portion of our property at 
150 St. George Street, "Toronto, for purposes of an 
addition to the existing building, consisting of a two- 
storey and basement self-contained structure. 


19. Your Executive Committee received the authori- 
ty of this General Council to proceed with the project 
and an expenditure of $200,000 was postulated. There 
followed several months of activity by the House Com- 
mittee in dealing with our architects, Messrs. Allward 
and Gouinlock, and reports on progress were considered 
at each meeting of the Executive Committee. The 
circulation of plans and specifications to a carefully 
selected list of general contractors took place in mid- 
February and bids were opened on March 10. The 
tenders ranged from $198,000 to $213,000 and it was 
evident that to stay within the authorized appropria- 
tion, which was assumed to include the architects’ fee, 
tt would be necessary to achieve economies. The speci- 
fications were again carefully scrutinized and several 
downward modifications were made, the principal one 
being to defer the installation of air conditioning 
machinery while still installing the ductwork during 
construction. As this report is being prepared, final 
negotiations are proceeding to award the amended 
contract to the firm of Gardiner-Wighton, the lowest 
tenderer. Construction should be well under way by 
the time of this meeting of the General Council and 
your Executive Committee may have a recommenda- 
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tion to make on the completion of the fully equipped 
structure. 

The General Council was advised that, at the 
meeting just concluded, the Executive Committee 
recommended to the General Council that an additional 
sum up to $50,000 be allocated to complete the build- 
ing, including any necessary alterations in the existing 
building, and to provide for necessary furniture and 
fixtures. 


Moved by Dr. N. H. Gosse, 

seconded by Dr. P. O. Lehmann, 
that Sections 18 and 19 be adopted, including 
the supplementary recommendation presented 


by the Executive Committee. 
Carried 


HospirAL ACCREDITATION 


20. In the report of the Committee on Hospital 
Services and Accreditation will be found the details of 
a year of significant progress in this very important 
activity. The resignation of The Canadian Medical 
Association as a member of the Joint Commission on 
Accreditation of Hospitals became effective December 
31, 1958, and it is a matter of some satisfaction that 
the parting from our American friends took place under 
the friendliest of circumstances. The official launching 
of the all-Canadian program of hospital accreditation 
coincided with the incorporation of the Canadian 
Council on Hospital Accreditation and the inaug- 
ural ceremonies were notable for the evidences of 
close and enthusiastic cooperation among the four 
Canadian ‘agencies which comprise the Council. 
The remarks of the Minister of National Health and 
Welfare on this occasion lend support to the view that 
governments are aware of the quality control of hos- 
pital services, which is the basic purpose of the Can- 
adian Council, and are disposed to encourage it to 
proceed under voluntary auspices. Your Executive 
Committee recommends the financial support of the 
work of the Canadian Council on Hospital Accredita- 
tion as proposed in the report of the Committee on 
Hospital Services and Accreditation. 


Adopted 


CANADIAN MEDICAL RETIREMENT SAVINGS PLAN 


21. In the report of the Honorary Treasurer will 
be found his summary of the progress of C.M.R.S.P. 
in his capacity as Chairman of the Trusteeship Com- 
mittee. Your Executive Committee would call atten- 
tion to the fact that our plan has achieved in a very 
short period a greater success than any similar group 
plan in this country. In anticipation of Congressional 
action to permit tax deferment on personal savings for 
retirement in the United States, many enquiries have 
been received from interested associations and individ- 
duals to whom C.M.R.S.P. is favourably known. 
Despite the high per capita contributions of partici- 
pants in C.M.R.S.P., the total membership is just in 
excess of two thousand. The Association was instru- 
mental in achieving the necessary amendment to the 
Income Tax Act to permit tax deferment on retirement 
savings and we have inaugurated a very good plan 
indeed. In their own interest more C.M.A. members, 
particularly our younger members, should re-examine 
the advantages of C.M.R.S.P. with a view to providing 
for their own retirement under the favourable and flex- 
ible conditions which are provided. 


Adopted 
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TRANS-CANADA MEDICAL PLANS 


22. During the past year a sub-committee of your 
Executive Committee, comprised of Drs. Douglas, 
Quintin and Thomson, was appointed to study the 
scope and function of Trans-Canada Medical Plans. 

A great deal of information was gathered to- 
gether from correspondence and quéstionnaires and, as 
well, the sub-committee personally visited each mem- 
ber Plan and each Division with the exception of 
Newfoundland. A written report was presented, set- 
ting out certain recommendations. Your Executive 
Committee received this document, approved it with 
minor amendments, and forwarded the approved report 
to Trans-Canada Medical Plans. 

In essence, the report recommends _ that 
T.C.M.P. function as a trade association for the mem- 
ber Plans. As a corollary, it recommends that the cen- 
tral office of T.C.M.P. should not be asked to assume 
responsibility for the negotiation or selling of prepaid 
medical services. 

It suggests that membership remain as presently 
constituted but that the Commission should be en- 
larged to include two representatives from The Can- 
adian Medical Association and each member Plan. 

The Committee reported that it was distressed 
to find, in the members of our profession in many parts 
of Canada, a lack of knowledge about T.C.M.P. and 
an apparent lack of interest in prepaid medical care 
generally. The report set out a number of recommenda- 
tions which, when implemented, will portray to the 
profession their responsibility to maintain interest in 
the Plans they have sponsored, to understand their aims 
and objects and to develop the policies of these organ- 
izations in accordance with the ideals of medicine. 

Adopted 

Dr. R. W. Richardson, the C.M.A. representative 
to the Commission of Trans-Canada Medical Plans, 
advised the General Council that one year ago the 
T.C.M.P. member plans had requested that the C.M.A. 
appoint a committee to make a study of T.C.M.P. At 
that time the member plans found themselves with 
widely divergent ideas as to the role of their national 
organization. 

Dr. M. S. Douglas, the Chairman of the Special 
Committee on T.C.M.P., amplified the recommenda- 
tions of the Committee. He indicated that the recom- 
mendations were set out in two parts, one directed to 
T.C.M.P. and one directed to the medical profession 
of Canada. 

The major recommendation directed to T.C.M.P. 
was the suggestion that it should function as a trade 
association. This and other recommendations of the 
Committee were accepted by T.C.M.P. and will be put 
into effect as soon as possible. 

The following recommendations were directed 
to the medical profession and had been approved by 
the Executive Committee: 


1. That the C.M.A. provide leadership in the 
interpretation of the philosophy of medicine as 
it applies to prepaid medical care. This will be 
accomplished, we feel, by: 

a. Creation of a special committee, appointed 
by the Executive Committee, under the 
chairmanship of the Chairman of the Com- 
mittee on Economics, to consider all aspects 

of prepaid medical care and to work in close 
harmony with the Committee on Economics. 
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One of its terms of reference should be to 
study the requirements of that portion of the 
Canadian population which is not covered by 
prepaid medical care. 

b. An increase in the C.M.A. representation on 
the T.C.M.P. Commission to two members, 
appointed by the Executive Committee of 
the C.M.A. 

c. Representation at all Commission meetings 
by the General Secretary of the C.M.A., or 
his alternate, as an observer. 

d. Educational programs through: 

1. C.M.A. Journal and provincial builetins. 

2. Forums on prepaid medical care to be held 
as part of national, divisional and regional 
annual meetings. 

3. Distribution of T.C.M.P. Commission 
minutes to Divisional Secretaries and 
members of the C.M.A. Executive Com- 
mittee. 

e. Public relations programs directed to the 
Divisions and to the entire membership, in 
the interests of T.C.M.P. 


Dr. R. W. Richardson reported that a recent 
meeting of the Commission had accepted the Commit- 
tee’s recommendations and had made plans to put them 
into effect. He indicated that as a result of these recom- 
mendations the plans will concentrate on discussions of 
the mechanics of prepayment and their national organ- 
ization will enable them to have a closer business 
relationship. 


Moved by Dr. K. R. Trueman, 
seconded by Dr. L. R. Rabson, 


that a. standing committee of The Canadian 
Medical Association, to be known as the “Com- 
mittee on Prepaid Medical Care”, be established 
for the continuous study of all matters pertain- 
ing to health insurance and medical service, 
among which shall be: 


(a) to study and make available to the C.M.A. 
facts, data and recommendations with respect 
to timely and proper provision of prepaid 
medical care for the people of Canada; 

(b) to investigate matters pertaining to the 
economic and social aspects of prepaid 
medical care; 

(c) to study and resolve matters of health in- 
surance of common interest to the C.M.A. 
and prepaid plans in Canada, in order that 
each may assist the other to provide the best 
possible medical service to the people of 
Canada. 

(d) to utilize the functions and personnel of the 
Bureau of Medical Economics; to hold meet- 
ings as frequently as necessary for the proper 
completion of its terms of reference and to 
maintain a close liaison with the Economics 
Committee and the Executive Committee of 
the C.M.A. 


Dr. K. R. Trueman stated his opinion that a 
thorough study of prepaid medical care was of the 
utmost importance to the medical profession of Canada. 
He noted that government seemed very interested 
in the problems presented. He expressed concern that 
the present methods of prepayment do not provide 
coverage for the uninsurable and the low income 


294 ‘TRANSACTIONS 


groups. Dr. Rabson commented that the creation of 
such a committee was all-important. He emphasized 
that the medical profession should not act in any way 
that would be construed to be obstructionist. He indi- 
cated that this committee must formulate definite 
proposals to present to the medical profession. 


Moved by Dr. R. K. Thomson, 

seconded by Dr. H. V. Morgan, 
that the first words of this resolution be amended 
to read—“that a special committee appointed by 


the Executive Committee of the C.M.A... . 
Carried 


»> 


Moved by Dr. K. R. Trueman, 
seconded by Dr. L. R. Rabson, 


that this resolution (as amended) be adopted. 
Carried 


A vote of thanks was extended to the Sub- 
Committee on T.C.M.P. for the valuable contribution 
which they have made in carrying out their study. 


ApvisoRY COMMITTEE TO THE FEDERAL GOVERNMENT 


23. Your Advisory Committee to the Federal Gov- 
ernment has this year acted as a stand-by group in 
the parliamentary procedures involved in achieving the 
amendment to our Act of Incorporation and has made 
a direct approach to two Ministers of the Crown in 
relation to health activities under their jurisdiction. 
The former activity will be reported in greater detail 
in a succeeding paragraph. The attention of the Advis- 
ory Committee has been focused on the old problem of 
the relationship of practising physicians to the Indian 
and Northern Health Services. In preparation for a 
submission on this subject much valuable information 
and opinion was obtained from the Divisions, several 
of which undertook to collect the views of the individ- 
ual members who have had experience with the opera- 
tions of I.H.S. either as contracting doctors or private 
practitioners adjacent to an Indian community. Armed 
with this background, the Advisory Committee pre- 
pared a brief setting out the main difficulties and seek- 
ing clarification of ‘the degree of government responsi- 
bility for health services to Indians. Since the Federal 
authority has assumed responsibility for the premiums 
of certain Indians who are acknowledged “wards of 
the government” under universally available hospital 
insurance in provinces where the premium system is 
operative, it appeared opportune to suggest that the 
same criteria be applied to eligibility for medical serv- 
ices at the public expense. Our brief was presented and 
debated at a meeting in Ottawa on February 19, 1958, 
attended by the Honourable Ellen Fairclough, Minister 
of Citizenship and Immigration, the Honourable J. 
Waldo Monteith, Minister of National Health and Wel- 
fare, their Deputy Ministers and departmental officials. 
The outcome of our discussion of this complex subject 
was an undertaking by the Director of Indian and 
Northern Health Services to prepare a statement for 
C.M.A. scrutiny, embodying the policy of the Federal 
Government on its health responsibilities, for eventual 
publication to the profession. It is the view of your 
Advisory Committee that this delineation of responsi- 
bility is an essential prelude to any discussion of fees 


and conditions of service. 
Adopted 
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Dr. K. C. Charron, speaking for the Department 
of National Health and Welfare, reported that the brief 
on Indian and Northern Health Services embodying the 
policies of the Federal Government regarding its health 
responsibilities, is at present under preparation and will 
be submitted to The Canadian Medical Association in 
the near future. 


24. Your Advisory Committee took the opportunity 
to present to the Minister of National Health an inform- 
ation bulletin on the composite attitude of the profession 
to the developments in hospital care insurance. This 
document was originated by the nucleus of the Com- 
mittee on Public Relations in the belief that our views 
should be more widely known. After editing by the 
Advisory Committee, the release was distributed to 


members of both Houses of Parliament and to the news 


media. A significant number of acknowledgments and 
favourable comments have been received from the 
recipients, which suggests that such releases are useful 
in promoting understanding. 


Adopted 


25. The possibility that the Canada Shipping Act 
might be due for revision was also discussed and it was 
agreed that when this legislation is reviewed the views 
of The Association on improvement in services for sick 
mariners would be welcomed. 


Moved by Dr. G. G. Ferguson, 
seconded by Dr. J. F. Tysoe, 


that The Canadian Medical Association prepare 
a full statement of the complications created by 
the Canada Shipping Act in the present-day 
practice of medicine in Canada and be prepared 
to speak to the committee when it considers 
revision of the Canada Shipping Act. 
Carried 
Moved by Dr. N. H. Gosse, 
seconded by Dr. G. G. Ferguson, 


that Section 25 (as amended) be adopted. 
Carried 


THE AcT OF INCORPORATION 


26. At the 9lst Annual Meeting, the Committee on 
By-laws presented proposals for amendment to An Act 
to Incorporate The Canadian Medical Association 
(Chapter 62 of the Statutes of 1909). The changes 
involved a restatement of the objects of The Associa- 
tion and the removal of the financial limitation on the 
holding of property. When the necessary petition to 
Parliament was prepared and circulated, certain obser- 
vations by legal authorities suggested that two specific 
objects might encounter opposition and _ possible 
amendment on grounds of infringement of provincial 
jurisdiction. Consultation with our solicitor and con- 
versations with parliamentary authorities impelled your 
Executive Committee to authorize the Advisory Com- 
mittee to the Federal Government, together with the 
Chairman of the Committee on By-laws and the solici- 
tor, to act for The Association in sanctioning such 
modifications as in their best judgment were required 
by the circumstances. 

Accordingly, certain words in our petition were 
changed and there was substituted for two specific 
subsections a general clause authorizing The Associa- 
tion to act in the interest of its members. ‘The relevant 
section of our Private Bill enumerated the objects as 
follows: 
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“The objects of The Association shall be 

(a) to promote the medical and related arts and 
sciences and to maintain the honour and the 
interests of the medical profession; 

(b) to aid in the furtherance of measures de- 
signed to improve the pyblic health and to 
prevent disease and disability; 

(c) to promote the improvement of medical 

services however rendered; 

to publish the Canadian Medical Associa- 

tion Journal and such other periodic journals 

as may be authorized, together with such 
transactions, reports, books, brochures or 
other papers as may promote the objects of 

The Association; 

(e) to assist in the promotion of measures de- 
signed to improve standards of hospital 
and medical services; 

(f) to promote the interests of the members 
of The Association and to act on their behalf 
in the promotion thereof; 

(g) to grant sums of money out of the funds 
of The Association for the furtherance of 
these objects; and 

(h) to do such other lawful things as are inci- 
dental or conducive to the attainment of 
the above objects.” 


(d 


— 


Adopted 


27. The Association is greatly indebted to two of 
our members, Senator J. A. Sullivan, M.D., and Dr. 
H. M. Horner, M.P., for sponsoring our Bill in the 
Senate and House of Commons respectively. Both of 
these gentlemen presented the measure most effectively 
and at two sessions of the Committee on Miscellaneous 
Private Bills it was evident that our sponsors and The 
Association enjoy the confidence of Parliament. At 
second reading in the House of Commons on February 
13, the Honourable Paul Martin spoke in very compli- 
mentary terms of the C.M.A. and supported the Bill 
most ably. Third and final reading was passed in the 
House of Commons on March 5, 1959. Royal Assent 
has been granted and the amendments are now the law 
of the land. 
Adopted 
Moved by Dr. H. V. Morgan, 
seconded by Dr. R. W. Richardson, 
that a committee be appointed by the Executive 
Committee to study ways and means of increas- 
ing the circulation of the Economics Newsletter. 
Carried 


SURVEY OF SALARIED PHYSICIANS 


28. At the request of the Section of Salaried Physi- 
cians, a survey of salaried doctors was undertaken 
in the early months of 1959, with a view to determin- 
ing the numbers, location, type of employment, condi- 
tions of service and other factors relating to our col- 
leagues who may be so classified. The columns of the 
Journal and a direct mail approach were used to dis- 
tribute a questionnaire and the response has been most 
satisfactory. An analysis of the returns is being made as 
this report is being prepared and it is our hope that 
useful data may be elicited and that publication of the 
findings will follow. Preliminary scanning serves to 
confirm the impression that a growing proportion of 
. the medical profession derive their income from sal- 
aried employment. One of ‘the inherent defects of a 
voluntary survey of this type is that total figures are 
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not certain but in association with the 1959 Survey 
of Physicians being conducted by the Department of 
National Health it is anticipated that the numbers of 
salaried doctors will be determined with relative accur- 
acy. 
Adopted 
History OF THE C.M.A. 


29. Volume II of the History of The Canadian Med- 
ical Association covering the period 1922-1956 was 
published in December, 1958. The author, Dr. H. E. 
MacDermot, has rendered outstanding service in record- 
ing the highlights of the most productive period in the 
life of The Association. After an initial distribution to 
medical librarie¢ and selected individuals, the volume 
has been made available to members at $2.50 per 


copy. 
Adopted 
INTERNATIONAL MEDICINE 


(a) World Medical Association. 


30. At the XII General Assembly of W.M.A., held 
in Copenhagen in August, 1958, it was the privilege of 
your delegate to present the name of Dr. Léon Gérin- 
Lajoie for election to the position of President-Elect. 
His death on February 14, 1959, has saddened a host 
of friends throughout the world and has created a gap 
in the ranks of the Past Presidents of the C.M.A. 

It was the duty of your Executive Committee 
to propose a successor and the name of Dr. Renaud 
Lemieux has been recommended to the Council of 
W.M.A. for election. 

The XIII General Assembly will be held in 
Montreal, September 7-12, 1959. Preparations for a 
distinctively Canadian meeting are in hand and we 
look forward: to welcoming the delegates of a large 
number of national medical associations. Dr. N. H. 
Gosse and Dr. M. A. R. Young have been appointed 
C.M.A. delegates with Dr. T. J. Quintin and Dr. Lorne 
Whitaker as alternates. It is planned to hold a meeting 
of the Executive Committee in Montreal in close rela- 
tion to the Assembly to facilitate adequate C.M.A. 
representation at all functions. 

During the previous week, August 30-September 
4, the Second World Conference on Medical Education 
will take place under W.M.A. auspices in Chicago. The 
theme of this congress is “Medicine, A Lifelong Study” 
and it is expected that the cause of medica] education 
will be advanced another step. The following Canadian 
doctors will participate as speakers or panelists: Dr. 
R. F. Farquharson, Dr. J. Wendell Macleod, Dr. G. H. 
Ettinger, Dr. J. A. MacFarlane, Dr. A. L. Richard, Dr. 
R. R. Struthers, Dr. R. A. Macbeth and Dr. S. S. 
B. Gilder. 

Your Executive Committee has studied the finan- 
cial aspects of our relations to W.M.A. in view of. the 
aim of that organization to become less dependent on 
the generosity of the U.S. Supporting Committee. Each 
member association has been asked to determine its 
ability to subscribe and it is estimated that the share 
which the C.M.A. might assume would be $10,000 
per year. It is suggested that the Canadian Supporting 
Committee be reactivated with a view to assuming a 
portion of this increased assessment in order that the 
demands on C.M.A. funds shall not become excessive. 

Adopted 

Dr. Renaud Lemieux expressed his appreciation 
of the honour bestowed upon him on his election as 
President-Elect of the World Medical Association and: 
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assured the members of the General Council that he 
would do all in his power to satisfactorily carry out the 
obligations which he had assumed. 

(b) British Commonwealth Medical Conference. 


31.‘ The other international medical organization in 
which the C.M.A. holds membership is the British 
Commonwealth Medical Conference, which first met in 
Saskatoon in 1949. The Conference assembles at 
approximately three-year intervals to discuss the com- 
mon medical problems within the Commonwealth 
family and it has proved itself to be a useful organiza- 
tion for this purpose. A meeting will be held in Lon- 
don, July 11-14, 1959, and The Association will be 
represented by Dr. E. K. Lyon and Dr. A. D. Kelly. 

Adopted 
(c) World Health Organization. 
32. The tenth anniversary of this most effective 
agency of the United Nations was celebrated in May, 
1958, at the Assembly held in Minneapolis, where an 
impressive array of accomplishments was reviewed. 
The interest of Canadian medicine in this official inter- 
national body has been recognized by the Govern- 
ment of Canada since the organization of W.H.O. 
in the post-war years and on several occasions the 
C.M.A. has been invited to propose a member for 
inclusion in the ranks of Canada’s delegation to suc- 
cessive Assemblies. This was the case in relation to the 
1958 Assembly and our General Secretary was so 
appointed. It is the view of your Executive Committee 
that representation on such an important international 
health agency from non-governmental organizations is 
highly desirable. Not all national medical associations 
have been able to convince their governments that this 
is the case and we would record our appreciation to 
successive governments in this country for their co- 
operative attitude. 

Adopted 

PuBLIC RELATIONS 


33. The details of a busy year in promoting public 
understanding of Canadian medicine are recorded in 
the Report of the Committee on Public Relations. The 
effect of any single project is difficult to assess but, in 
sum, it is possible to state that the viewpoint of the 
doctor appears to. be respected by our fellow citizens 
and that the profession by its actions and its words 
has avoided the pitfall of being portrayed as resistant 
to social change. 

Adopted 

C.M.A.]J. 


34. Reports to follow will indicate the activities and 
experience respecting our publications. Your Executive 
Committee would here like to record its pleasure on 
the very substantial success that our Journal has 
achieved this year and its satisfaction in the enhanced 
esteem both at home and abroad that has attended its 
operations. 

Adopted 


Heap OFFICE PERSONNEL 


35. No changes in personnel of our official §staft 

occurred during the year. Once again your Executive 

is glad to testify to the very efficient and happy manner 

in which, in all the several departments, our head office 

staff has served this Association. 

All of which is respectfully submitted. . 
NORMAN H. GOSSE, 

Chairman. 

Adopted 
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Personnel of the Committee: 
Officers: 
President—Dr. A. F. VanWart, Fredericton 
Past President—Dr. M. A. R. Young, Lamont 
President-Elect—H.R.H. The Duke of Edinburgh 
Deputy to the President-Elect—Dr. E. K. Lyon, 
Leamington 
Chairman of the General Council and the Exec- 
utive Committee—Dr. N. H. Gosse, Halifax 
Honorary Treasurer—Dr. G. W. Halpenny, Mont- 
real 


Divisional Representatives: 


Dr. P. O. Lehmann, Vancouver 
Dr. A. A. Haig, Lethbridge 
Dr. E. R. Stewardson, Moose Jaw 
Dr. R. W. Richardson, Winnipeg 
Dr. Lorne Whitaker, St. Catharines 
Dr. M. S. Douglas, Windsor 
Dr. W. W. Baldwin, Brooklin 
Dr. Renaud Lemieux, Quebec 

_ Dr. T. J. Quintin, Sherbrooke 
Dr. G. M. White, Saint John 
Dr. R. O. Jones, Halifax 
Dr. J. A. McMillan, Charlottetown 
Dr. C. D. Kean, St. John’s 


Officials: 

General Secretary—Dr. A. D. Kelly, Toronto 

Assistant Secretaries—Dr. A. F. W. Peart, Tor- 
onto; Mr. B. E. Freamo, Toronto; Mr. K. 
C. Cross, Toronto 

Editor—Dr. S. S. B. Gilder, Toronto 

Managing Editor—Dr. T. C. Routley, Toronto 

Assistant Editor—Dr. M. R. Dufresne, Toronto 


Moved by Dr. N. H. Gosse, 
seconded by Dr. R. W. Richardson, 


that the Report of the Executive Committee 
(as amended) be adopted. 
Carried 


NOMINATIONS AND ELECTIONS 


The General Secretary read that portion of the 
By-laws which deals with the election of the Nominat- 
ing Committee and reported that he had received in 
writing the following nominations by their Divisions 
to act on the Nominating Committee: 


British Columbia—Dr. J. F. Tysoe 
Alberta—Dr. J. W. Macgregor 
Saskatchewan—Dr. R. Inglis 
Manitoba—Dr. Edward E. Johnson 
Ontario—Dr, L. Whitaker 

Quebec—Dr. T. J. Quintin 

New Brunswick—Dr. F. C. Jennings 
Nova Scotia—Dr. A. L. Murphy 

Prince Edward Island—Dr. T. A. Laidlaw 
Newfoundland—Dr,. C. D. Kean 

As Dr. R. Inglis was not present, it was 


Moved by Dr. J. B. Wallace, 
seconded by Dr. D. Berezan, 
that Dr. E. R. Stewardson be nominated to act 
on the Nominating Committee for Saskatche- 
wan. 
Carried 
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Moved by Dr. J. R. Lemieux, 
seconded by Dr. M. A. R. Young, 

that these members nominated be elected to 

the Nominating Committee. 

Carried 

The Nominating Committee ‘met at 5.30 p.m., 
Friday, May 29, in the Prince Edward Island Room 
of the Royal York Hotel, Toronto. The President, Dr. 
A. F. VanWart, was in the chair and all members of 
the committee were present. The duties of the com- 
mittee as outlined in the By-law, Chapter XI, Section 
3, were read and carried out, and the Nominating 
Committee recommended to the General Council the 
election of the following officers: 

1. For the office of President-Elect—Dr. R. M. 

Parsons, Red Deer, Alta. 

2. For the office of Chairman of the General 

Council—Dr. M. S. Douglas, Windsor, Ont. 

3. For the office of Honorary Treasurer—Dr. G. 

W. Halpenny, Montreal, P.Q. 

The election of the following members of the 
Executive Committee and their alternates, all of whom 
have been proposed by their respective Divisions, is 
recommended: 

British Columbia 

couver 

alternate, Dr. J. F. Tysoe, Victoria; after 
October 1959, Dr. E. C. McCoy, Van- 
couver 

Alberta—Dr. A. A. Haig, Lethbridge 

Alternate, Dr. J. W. Macgregor, Edmonton 

Saskatchewan—Dr. E. R. Stewardson, Moose 

Jaw 
alternate, Dr. H. D. Dalgleish, Saskatoon 

Manitoba—Dr. R. W. Richardson, Winnipeg 

alternate, Dr. A. M. Goodwin, Winnipeg 

Ontario—Dr. L. Whitaker, St. Catharines 

Dr. W. W. Baldwin, Brooklin 
Dr. W. W. Wigle, Dryden 
alternate, Dr. Ian Davidson, Sudbury 
Quebec—Dr. R. Lemieux, Quebec 
Dr. T. J. Quintin, Sherbrooke 
alternate, Dr. F. Walker Fitzgerald, La- 
chute 

New Brunswick—Dr. G. M. White, Saint John 

alternate, Dr. H. Paul Melanson, Moncton 

Nova Scotia—Dr. R. O. Jones, Halifax 

alternate, Dr. Harold Devereux, Sydney 

Prince Edward Island—Dr. J. A. McMillan, 


Dr. P. O. Lehmann, Van- 








Charlottetown 
alternate, Dr. John Maloney, Charlotte- 
town 


Newfoundland—Dr. J. B. Roberts, St. John’s 

alternate, Dr. Donald Cant, Corner Brook 

Your Nominating Committee recommends that 
the Committee on Organizatica study the form and 
function of this committee with a view to recommend- 
ing changes designed to improve its usefulness and that 
in the interim the procedure recommended at the 91st 
Annual Meeting be again followed (early identification 
of Division representatives and communication of all 
proposals for the attention of the committee by mail in 
advance of the committee meeting). 

On receiving the recommendations of the Nomin- 
ating Committee, the Chairman of the General Council 
invited nominations from the floor for each position in 
turn. As no further nominations were made, the 
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General Secretary was instructed to cast a ballot for the 
election of the gentlemen named. They were declared 
constitutionally elected. 

Dr. R. M. Parsons thanked the members of the 
General Council for the confidence which they had 
bestowed on him in electing him to this high office. He 
indicated that he would do all in his power to carry 
out his duties efficiently and well. He said that he 
looked forward to welcoming the members to the Annual 
Meeting in Banff in 1960. 

Dr. M. S. Douglas expressed his appreciation at 
his election to the office of Chairman of the General 
Council. He assured the members of the General 
Council that he would fulfil his duties to the best of 
his ability. 

Dr. G. W. Halpenny expressed his gratitude for 
his re-election to the office of Honorary Treasurer. 


Moved by Dr. M. A. R. Young, 
seconded by Dr. G. M. White, 
that the Report of the Nominating Committee 
be adopted. 
Carried 


REPORT OF THE HONORARY 
TREASURER 


Mr. Chairman and Members of the General Council: 
36. I beg to submit the financial report for the 
year ending December 31, 1958, as audited by 
Messrs. McDonald, Currie and Company, together with 
a brief comment on certain items of Revenue and Ex- 
penditure. 


Adopted 
ASSETS 
37. You will note that our assets now exceed $810,- 
000. These assets are divided as follows: 
SN a bi oe Kad aee sei eis ree eS $ 30,407 
Accounts Receivable. ................. 24,787 
SP es o.5s 0 0c os pain dtr ewe’ 425 
Investments (at cost)................-. 520,295 
Prepaid Expenses.................... 2,186 
NG iors vinta nace e a xcnalgblaanel 148,293 
SUG MNS oo 5 eb iais tla nibae aye es 83,848 
eae es cae ee eins $810,241 


Unfortunately this amount does not represent 
the net worth of The Association as it includes moneys 
allocated for the payment of current liabilities and for 
long-term commitments such as our Trust Funds. On 
December 31, 1958, the net worth of The Association 
was $655,217. Of this amount $148,000 is presently 
invested in land, buildings and furniture and a further 
$250,000 is committed for the erection of the new addi- 
tion. 

Adopted 


REVENUE AND EXPENDITURE 


38. I have prepared for your consideration a com- 
parative statement of Revenue and Expenditure for the 
year 1958 together with the Budget for the years 1958 
and 1959, so that you may compare the figures. I have 
segregated the financial transactions of the publishing 
operations from those of the secretarial office. 

You will note that we have had a very success- 
ful year. Total income exceeded expenditure by more 


than $96,000. Of this amount $71,000 accrues from 
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our publishing operations and $25,000 from the secre- 
tarial office. i 
The surplus from 1958 operations will enable 
us to finance the new building addition without selling 
bonds which we presently hold. This is a fortuitous 
circumstance as the present value of our bond portfolio 
is almost 10% below the cost of these securities. 
Adopted 


CANADIAN MEDICAL RETIREMENT SAVINGS PLAN 


39. Your Honorary Treasurer is also Chairman of 
the Trusteeship Committee of the Canadian Medical 
Retirement Savings Plan. I am pleased to report con- 
tinued interest by our members which is reflected in 
an increase in enrolment to more than 2,050 at Decem- 
ber 31, 1958. This participation compares favourably 
with other registered retirement savings plans in Can- 
ada including those which do not restrict participation 
to a particular professional or business group. 

Of even greater interest is the high level of con- 
tributions made by participants in the Plan. To date, 
total contributions have exceeded $4,300,000, of which 
$1,600,000 has been invested in the Insured Annuity 
Plan and $2,700,000 has been invested in the Com- 
mon Stock Plan. 
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Investment results have exceeded expectations. 
During 1958 and 1959 moneys invested in the Insured 
Annuity Plan have been accumulated at an interest 
rate of 4.5 percent—1 percent in excess of the guaran- 
teed rate. During the same period the unit value of 
the Common Stock Plan has increased from $10.00 
on December 31, 1957, to $12.63 on February 28, 
1959. Our associates in this enterprise are to be com- 
mended for their interest and performance. 

Adopted 
RECOMMENDATIONS 


40. I have recommended that the following trans- 
fers be made from the General Fund: 


(a) $10,000 to the Building Sinking Fund. 
(b) $10,000 to the Retirement Allowance Fund. 


Finally, the Executive Committee has author- 
ized the expenditures necessary to meet educational 
grants to the Divisions. The basis of the grants is $500 
per Division plus an additional $1.00 per dues-paying 
member. 

All of which is respectfully submitted. 


G. W. HALPENNY, 
Honorary Treasurer. 
Adopted 


CoMPARATIVE STATEMENT OF REVENUE AND EXPENDITURE—GENERAL FUND 
For THE YEAR ENDING DECEMBER 31st, 1958 AND CONDENSED BupGET For 1958 AND 1959 


Secretarial Office: 
Revenue: 


IN 65d i'd 4G hh Hg vie mn kV ate aA Wd a CEA 


Investment Revenue 
Formulary Sales 
Annual Meeting 


Expenditure: 
Administration: 
Audit Fees 
Bad Debts 
Legal Fees 
Trustee’s Fees 
Building Operations 


Bureau of Medical Economics........................-. 


General Expenses 


Ns a baer s 8d STR eR enieh ex Re Se 


Hospital Accreditation 


eS ne en ee err 


Interest and Exchange 


INNES foreach Soa te oot NE hc Misc Nl ot i Ae tte oe Cy 


Postage 
Postgraduate Education 
Public Relations 


NNO et ere a DS eis ic coral ol on din. tale le 


Salary and Retirement Fund 


emia Gite — Tew 6 wn ok ee dene s cds ce vieeases 
| ES ee Pre ore ae ee 


Telephone and Telegraph 
Travel: 
General Secretary 


President and Executive Committee................ 
Gommarttee on Heonomics.. . ... <<... ck cece cceecceues 


Other Committees 
Speakers’ Expenses 
Secretaries’ Conference 
W.M.A. Delegates 
Annual Meeting 1959 
Unemployment Insurance 
Workmen’s Compensation 
World Medical Association 
World Medical Association 1959 Meeting 


Excess of Revenue over Expenditure 





1958 Actual 


1958 Budget 


pattiestetS fe $204,000 


12,000 


2,700 


$255,740 


$36,740 
(deficit) 


$219,003 
18,473 
22 

1 


$237,499 


$ 1,000 
154 
2,000 
855 
7,604 
10,534 
6,373 
3,528 
14,967 
329 
371 
4,542 
2,508 
17,210 
17,709 
56,969 
10,000 
4,000 
500 
1,879 


4,165 
21,978 
5,177 
6,156 
2,954 
2,043 
3,283 
321 
233 
2,770 


$212,112 


$25,387 
(surplus) 


1959 Budget 


14,000 


$229,000 
$ 1,000 


850 
12,625 
20,000 

6,500 
15,000 
375 
500 
5,400 
4,500 
18,200 
25,000 
62,000 
10,000 
4,000 
500 
2,000 


5,000 
34,000 
5,500 
9,000 
4,000 
2,000 
1,000 
3,500 
400 

250 
2,950 
5,000 
$261,050 
$32,050 
(deficit) 
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PUBLISHING OPERATIONS 
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CANADIAN MEDICAL ASSOCIATION JOURNAL AND CANADIAN JOURNAL OF SURGERY 
































































1958 Budget 1958 Actual 1959 Budget 
Revenue: —_—— —— see 
gas “ais ek we arg ell lta hal rrr Sena oie ee a aa aa aia paras $350,000 $387,241 $353,500 
SUMMON THMIIB. og 5 on ei cee cee tes a Wee ache Gare PRS lk S oe Calais SER 500 639 525 
i 6 hig 05.0 655.5 e Ran AAS BA Oe ENE PAE a dae Re ee 3,000 4,037 3,350 
NR a 5.55 wg 10 Man 5h care eAs Secat be eg haia pega ea relent ek 30,000 33,337 30,000 
$383,500 $425,254 $387,375 
Expenditure: 
PTET TC CTT RCTS Tee POOR OC TT CUTE er ee 21,200 15,122 17,850 
i'd i's Wis b-winn xis eH MeN a hs Bae ee Oar aan 5,000 5,000 5,000 
ae: oy 'ahii Wiel ogre Gis wid Mia naa ea gl 375 179 200 
Se Nii oi SOU sa aa WE KA Oh ee 1,500 1,625 1,600 
Drawing Account—Managing Editor.................... 0. cece eee eee 1,000 987 1,000 
de a Eh care Rag ad Bala ad ila NS Lk sotea a onigl 5,200 3,737 4,550 
NN Sa Sos a We os hig dog HAAS A ORES POOR EEN 275 239 275 
ee ee rr ee ee 9,400 8,351 8,500 
68a a ory eh tre. Gh HA be NR AEE tl AA 980 1,000 
SO eG ioe Fa Ae tu ee ce eas eae 1,000 —- 1,000 
IR 9 So OS NE gi a sp A re ark eee ee ere 4,400 2,778 4,225 
a a A a a ala ee a 3,000 3,085 3,800 
Ce PA ia ae al Me ae a Re ed ok Oe eee id andi eae 1,200 703 1,210 
I ia Sada i a gla Bg eg One Naira in a eh tess or peel alacant ean 249,000 239,641 255,000 
NS BS ie Oe ras iy os alg BRS Or FARR OO MET Ae 67,580 66,107 78,110 
Oe NS oi snr cha. NO as be REAA Hee eka ke TIa OAR 1,250 1,137 1,250 
noi ictch ba Balin CA Aas icias Mele acd nk RERR OR ADA SOE KAO ae 3,100 4,122 4,000 
IE MINI 5 25056 US Sind oh eae hae Vo te nee rte eae aes 300 226 300 
Rit oG ok een Kes iGe hews Gawke RE Ree oe Uae nares wy 4,000 — 4,000 
$378,780 $354,019 $392,870 
Bacese of Resenue over Baporditeare.. .... 5. oc ccc chee cictvaveueiens $4,720 $71,235 $5,495 
(surplus) (surplus) (deficit) 
Summary: 
CANADIAN MeEpiIcat AsSsocIATION JOURNAL CANADIAN JOURNAL OF SURGERY 
1958 Budget 1958 Actual 1959 Budget 1958 Budget 1958 Actual 1959 Budget 
Revenue: $363,500 $399,214 $367,000 $20,000 $26,040 $20,375 
Expenditure............. 358,010 329,226 367,985 20,770 24,793 24,885 
$5,490 $69,988 $985 $770 $1,247 $4,510 
(surplus) (surplus) (deficit) (deficit) (surplus) (deficit) 
Statement of Excess of Revenue over Expenditure for the Year 1958: 
aL i's. 5, arinvain. dine. area A & we Dee alee RN ade eee $25,387 
EE EE OEE eC POET Ne ee er ee ee ree 71,235 
ee ee ee i I III 6.5 6 tiniest deb cane ds Nea nediee nace eases 264 
$96,886 
THE CANADIAN MEDICAL ASSOCIATION 
(Incorporated under the laws of Canada) 
BALANCE SHEET AS AT 31st DECEMBER 1958 
ASSETS LIABILITIES 
GENERAL FuND 
RN eh ot hain at ns Cu Sera hg ke $30,407 Revenue received in advance— 
Accounts receivable— Subscriptions 1959-60............. $12,078 
Advertising and journal 
SN c2K. is id aie cay 23,228 Memberships 1959................ 779 = $12,857 
ie owiehe as 2,559 25,787 aie 
Provision for doubtful 
qocownts..........5. _ 1,000 24,787 Accounts payable and accrued 
Deposit— IR ex 6nd hss at hnses eae aa 1,238 
Trans-Canada Air Lines.......... ———. 425 
Investments—at cost— 
General 
(quoted market value $463,244)... 490,470 Canadian Medical Retirement Savings Plan... .. 2,081 
Building Fund 
(quoted market value $28,425)... . 29,825 520,295 
WT CIID. oo ee cs des cee 2,186 Reserve for contingencies 
Fixed assets: (no change during the year)................. 25,000 
BN MI igi ocs. wae tate eae eo 125,000 
Building—at cost less amounts 
a korg Sus ois bale ica 18,293 Reserve for replacement of building.........:... 30,000 
Furniture and equipment—at cost . 
less amounts written off......... 5,000 148,293 NG ii iaies oekak awl deneutannd Fase Aor 655,217 








726,393 


















726,393 
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Trust Funps 


6,014 
40,116 


Investments—at cost 46,130 


(quoted market value $38,323) 


Revenue and capital 


CANCER FUND 


193 
11,935 


Investments—at cost............... 12,128 


(quoted market value $11,744) 


Revenue and capital 


RETIREMENT ALLOWANCE FUND 


450 
25,140 


25,590 


$810,241 


Investments—at cost 
(quoted market value $24,662) 


AvupiTors REPORT 


We have examined the balance sheet of The 
Canadian Medical Association as at 3lst December 
1958 and the statements of surplus and revenue and 
expenditure for the year ended on that date and have 
obtained all the information and explanations we have 
required. Our examination included a general review 
of the accounting procedures and such tests of account- 
ing records and other supporting evidence as we con- 
sidered necessary in the circumstances. 

In our opinion, the accompanying balance sheet 
and statements of surplus and revenue and expenditure 
are properly drawn up so as to exhibit a true and 
correct view of the state of the affairs of The Associa- 


Revenue and capital 


$810,241 


tion as at 3lst December 1958 and the results of its 
operations for the year ended on that date, according 


_to the best of our information and the explanations 


given to us and as shown by the books of The Associa- 
tion. 


McDONALD, CURRIE & CO. 
Chartered Accountants. 
TORONTO, 13th February 1959 


Moved by Dr. G. W. Halpenny, 
seconded by Dr. T. J. Quintin, 
that the Report of the Honorary Treasurer be 


adopted. 
Carried 


REPORT OF THE EDITOR 


Mr. Chairman and Members of the General Council: 
41. I would like to follow the precedent estab- 
lished last year and report to you separately on your 
two publications, The Canadian Medical Association 
Journal and The Candian Journal of Surgery. 
Adopted 


Canadian Medical Association Journal 


42. Of the changes which have been made in the 
last year, perhaps the mest obvious to the reader is 
the fact that the title of the Journal has been changed. 
Since March 1 of this year, the Journal has carried on 
its outside cover and on its masthead the title in the 
two official languages of the country—The Canadian 
Medical Association Journal and Le Journal de L’Asso- 
ciation Médicale Canadienne. This change was author- 
ized by your Executive Committee, and is really a 
reversion to a custom which prevailed in the very early 
days of this Association, when The Association was 
often referred to in the old minute books by both its 
titles. The simple design for the new title was chosen 
with the aid of the Department of Art Applied to 
Medicine of the University of Toronto, to whom our 
thanks are due. 

Another innovation is a small section appearing 
in each issue under the title “New Drugs”. The fan- 
tastic growth of the pharmaceutical industry in recent 
years has made it impossible for individual practitioners 
to follow all the developments associated with the intro- 
duction of new drugs. We are ‘trying to help them by 
doing two things: (1) listing new preparations with 
a brief description based on the manufacturer’s ma- 
terial, and kindly abstracted for us by Dean Hughes, 
Dean of the Faculty of Pharmacy, University of Tor- 
onto; (2) publishing brief descriptive monographs 


written by clinical investigators who have had some 
experience of the new drug and are able to set down 
objectively its advantages and disadvantages. It is our 
aim to publish such descriptions as soon as possible 
after the appearance of the new preparation on the 
market. For this work, I am greatly indebted to that 
member of our Editorial Board who is mainly concerned 
with therapeutics, Dr. K. J. R. Wightman, and to 
pharmacologists and investigators in other parts of 
Canada. 

The flow of original contributions has been good 
and steady throughout the year, and the members of 
our Editorial Board have once more rendered invalu- 
able services in assessing material for us. The publica- 
tion backlog has again been kept within reasonable 
bounds. In the preparation of editorial comments, ab- 
stracts and scientific news items, we have tried to cast 
our net widely and to notice developments in all fields 
of medicine. Again, much support and help has been 
obtained from a number of willing contributors, some 
volunteering material for us and others responding 
favourably to stimuli from the Editor. A wide range 
of the world’s medical journals has been quickly 
scanned in the editorial office, and many items found 
therein have received a brief mention in the Journal. 

The only special number in the last twelve 
months has been the April 1 issue on medical educa- 
tion. This time, an international flavour has been im- 
parted by the inclusion of items from the United King- 
dom and the United States. Suggestions for articles 
and authors have come from the Association of Can- 
adian Medical Colleges, whose meeting last fall the 
Editor was kindly invited to attend. 

We think that reasonable coverage has been 
given to Association activities, and an effort has been 
made to improve still further our Provincial News 
section. For example, in the thickly populated province 
of Ontario additional helpers have been recruited to 
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furnish us with news items from centres such as King- 
ston and the Lakehead, where news coverage was 
previously sparse. 

It has seemed to your Editor that those who edit 
general medical journals cannot afford to live in an 
ivory tower, and he has therefore ,readily accepted 
invitations to attend a number of medical meetings 
in Canada, to report the scientific content of these 
meetings, and to make contact with potential authors 
and readers. 

Adopted 


Canadian Journal of Surgery 


43. The Canadian Journal of Surgery is now well 
into its second year of production, and there are signs 
that it has taken root and established itself. Quite 
apart from the favourable economic situation, I have 
to report an improved flow of material to this Journal 
in recent months, and to draw attention to such symp- 
toms as the cooperative attitude of the Division of 
Surgery of the Royal College of Physicians and Sur- 
geons. At the January meeting in Vancouver, speakers 
were recommended to offer their lectures for publica- 
tion in our Journal in preference to journals abroad; 
the response to this was gratifying. Once more, we 
acknowledge with gratitude the sustained help and 
enthusiasm of the Editorial Board. Dr. R. M. Janes, 
its Chairman, and his colleagues have recently taken 
some steps to cement the bonds of the Commonwealth 
by encouraging occasional contributions from areas 
outside Canada, such as Australia and Central Africa. 

Adopted 


Canadian Otolaryngological Society 


44, For a third successive year, our organization 
undertook the publication of the Proceedings of the 
Canadian Otolaryngological Society. The volume was 
prepared for the press in collaboration with the Society’s 
two Editors, Dr. H. O. Barber and Dr. Jules Brahy. 
Adopted 


World Medical Association 


45. The Editor continued to serve in his capacity 
as Associate Editor of the World Medical Journal, and 
contributed occasional editorials and other help to this 
publication. He has been asked to act as a rapporteur 
at the Second World Conference on Medical Education 
in Chicago at the beginning of September, and is also 
arranging a half-day Conference on Communications 
as a feature of the Assembly of the World Medical 
Association in Montreal on September 7. At this little 
conference, persons working in various teaching media 
will meet with medical editors and discuss the relative 
advantages and disadvantages of their techniques. 
You will see from the above that a fair amount 
of activity is going on in the Journal office; I hope 
that you will also infer that we are not standing still, 
but are trying all the time to incr2ase the value of The 
Association’s media of communication to the whole 
medical community. 
Adopted 
All of which is respectfully submitted, 


S. S. B. GILDER, 
Editor. 
Moved by Dr. S. S. B. Gilder, 
seconded by Dr. R. Lemieux, c 


that the Report of the Editor be adopted. 
Carried 
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Reference was made to the fact that Dr. S. S. 
B. Gilder has now assumed the appointment of Editor 
of the World Medical Journal, subsequent to the retire- 
ment of Dr. Austin Smith. 


Moved by Dr. E. R. Stewardson, 
seconded by Dr. G. W. Peacock, 
that the General Council record its appreciation 
of Dr. Gilder’s appointment to the Editorship 
of the World Medical Journal, as a compliment 
to Dr. Gilder personally and to The Canadian 
Medical Association. 
Carried Unanimously 


REPORT OF THE MANAGING 
EDITOR 


Mr. Chairman and Members of the General Council: 
46. It is a pleasure to report that your Journal 
showed an operating profit in 1958 of $69,988. 


Comparative figures for the years 1957 and 1958 
are shown hereunder: 


1957 1958 
MSs Eh 6s aatedaceeundseek $346,393 $399,214 
Mile ica Sia oe ea ieeee 8 311,233 329,226 
EN Ry Ateeh Senkns weacesees $ 35,160 $ 69,988 


It will be noted that revenue for 1958 is up 
over 1957 by $52,821 although the advertising volume 
for the year was down 3.56%. The gain was derived 
from incredsed advertising rates, which were effective 
for the full year. Cost of operations increased by 5.7%, 
the larger part of which is found in the printing bill. 
In 1958 we printed 389,351 Journals, as compared to 
365,190 in 1957—an increase of 24,161. 


We have now completed four years of publica- 
tion of the twice-a-month Journal, during which time 
we have shown an operating profit of $187,334. 

Close contact is maintained with our advertis- 
ers and the various agencies, and the outlook for the 
current year is encouraging. 


Last year we reported that our advertising 
agents had agreed to work on an 8% commission basis 
for 1958. In the previous year they had received 10%. 
For the year 1959 it has been agreed that the com- 
mission rates in Canada shall be 7%, and in the United 
States 8%. At one time advertising commissions ran as 
high as 25%. We handle directly 51% of our total adver- 
tising, upon which no agent’s commissions are paid. 

Arrangements have been completed to mail the 
Journal in flat wrappers instead of envelopes. This 
changeover will cost approximately $1,500 but will 
mean a saving in mailing costs of approximately $2,300 
a year. 

Adopted 
47. | _Tuming now to the Canadian Journal of Surg- 
ery, I wish to report on a full calendar year’s operation 
of the Journal as follows: 


1958 
Revenue, including advertising, Journal 
sales, subscriptions and reprints......... $26,110 
Expenses, including editing, printing, 
salaries, overhead and all other items... . 24,793 





$ 1,317 
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Operating costs, including editing, administra- 
tion and housing, have been set by the auditors at 
$5,900. This is considered to be a modest, yet ade- 
quate, sum. It is gratifying to note that after all costs 
have been met, the profit for the year is $1,317. We 
have no knowledge of any other medical journal hav- 
ing broken even in its first year. 


The subscription list hovers around 1,000. It is 
appreciated that a special journal offers an appeal to 
certain members of the profession only. However, we 
feel that there are additional surgeons in Canada and 
elsewhere to whom the Journal of Surgery should be 
of interest, and whose subscriptions we ultimately hope 


to secure. 
Adopted 


48. Your Editors have given considerable thought 
during the past year to the advisability of launching a 
second specialized journal in the field of internal medi- 
cine and clinical investigation. The Canadian Pharma- 
ceutical Manufacturers Association have evinced con- 
siderable interest in the possibility of such a new jour- 
nal, realizing that in the field of clinical and laboratory 
investigations, a journal of this nature would provide a 
logical vehicle in which reports of trial uses of drugs 
and matters of a similar nature might be published. 
The subject is being carefully studied and examined, 
but as yet we have no recommendation to bring to 


Council. 
Adopted 


49. Considerable discussion has taken place from 
time to time in the meetings of the Executive Commit- 
tee with respect to converting the Canadian Medical 
Association Journal from a semi-monthly to a weekly, 
and January 1, 1960, was suggested as a possible start- 
ing date. Your editors are now prepared to recommend 
that The Association embark upon publication of its 
journal weekly, commencing January 1, 1960. 
Adopted 


50. In the belief that the General Council would be 
interested in observing the financial progress of the 
Journal during the past 30 years, the following figures 
have been taken from the records: 


Revenue: 1928—$ 36,868 

1938— 36,017 

1948— 88,552 

*1958— 425,324 
*Including $26,110 from the Canadian Journa 
of Surgery. 


Comparing the figures for 1928 and 1938 one 
is reminded of the grim period of depression in the lean 
and hungry thirties, and notes the slow climb back, 
not quite achieving by 1938 the position held ten years 
previously. 


Despite the fact that more than half of the next 
decade saw the world engaged in war, the Journal 
emerged in 1948 with its financial position improved 
better than 100% over 1938. 


During the past ten years the advance has been 
remarkable—an increase of better than 450% over 1948 
—surely a sign of growth and vitality within The 
Association; an expression of increasing appreciation 
and confidence on the part of readers and advertisers; 
and very convincing proof of the wisdom of changing 
from a monthly to a semi-monthly journal four years 
ago. 
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Working relations within the staff, and with 
advertisers, agents and printers, proceed harmoniously 
and effectively. 

It may be said, quite confidently, that your 
Journals are in a healthy condition. 

Adopted 

All of which is respectfully submitted. 


T. C. ROUTLEY, 
Managing Editor. 
Moved by Dr. T. C. Routley, 
seconded by Dr. D. S. Lewis, 


that the Report of the Managing Editor be 
adopted. 
Carried 


REPORT OF THE COMMITTEE 
ON MATERNAL WELFARE 


Mr. Chairman and Members of the General Council: 
51. From the reports submitted it is evident that 
the Provincial Committees are all active in their field, 
and that much excellent work has been done in the 
past year. 

Adopted 

Highlights of the material submitted to the 
Central Committee are arranged by province below: 
52. Dr. M. G. Tompkins reporting from Nova Scotia 
notes that the local committee in Nova Scotia has 
established a maternal and perinatal mortality study 
which began in June of 1958. Very interesting and valu- 
able information has been obtained during the first 
six months of this study. As a result of this study we 
feel that there is a great need for adequate blood 
replacement being available in the particular area. 
Because of this, the Committee proposed that an emer- 
gency squad be formed to assist in this problem and 
at the present time we are concerned with the organ- 
izing of such a program. 

Adopted 
53. Dr. T. A. Foster reporting from New Brunswick 
is glad to think that “Our Committee is beginning to 
justify its existence. Some of the accomplishments 
over the past year include: 

(1) The preparation of a form that can be used 
to investigate all maternal deaths in the province. 
While this has not yet been started, we anticipate its 
early use. 

(2) We are attempting to arrange a meeting of 
our Committee to be held at the same time as our 
Provincial Medical Society Meeting and to invite all 
obstetricians in the province to attend. 

(3) We are trying to organize nurse-run pre- 
natal clinics in certain areas of our province where 
physicians’ services are not available. 

(4) In conjunction with the provincial society 
we have sent speakers to various parts of the province 
to discuss obstetrical and peediatric problems”. 

: Adopted 


54. For the first time Quebec can now report that 
considerable progress has been made on a province- 
wide basis. Fact finding or case finding has been, up 
till now, an insurmountable obstacle outside of the 
larger centres. Now, thanks to the very willing and 
able cooperation of the Provincial Demographer, the 
provincial maternal mortality committee is being pro- 
vided with adequate data on which to base their find- 
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ings, and one (perhaps two) expert panel(s) is being 
set up to meet regularly to survey the cases reported 
to it. This panel is being modelled along the 
lines of the board which has worked so well in Toronto 
for the last few years. In Quebec care has been taken 
to represent the views of both major ethnic groups. 
This year the Montreal Obstetrical Society has had the 
benefit of the views and experiences of the larger 
French-speaking hospitals in the city when they had 
their annual “Death Meeting.” It has been remarkable 
to see, over the years in which this meeting has been 
held, how the members of the Society have benefited 
in their own practices from the frank and open dis- 
cussion of the maternal deaths in their area. 

Standardized forms have been prepared and are 
now available for use in the province, so that there 
may be more uniformity in tabulation of each case. 
The provincial Committee acknowledges with sincere 
gratitude the help given them by the Provinces of On- 
tario and Saskatchewan, who have already prepared 
suitable forms for their own use. 

Adopted 
55. Ontario now has a provincial scheme in opera- 
tion which is working very well. The report submitted 
by their chairman, Dr. L. J. Harris, is long and compre- 
hensive, and reflects the care and diligence of all con- 
cerned with the scheme. 
Adopted 

56. Dr. A. C. McInnis reporting from Manitoba 
outlines the following details of his Committee’s work: 

It was noted that there were ten maternal 
deaths in Manitoba in 1958, the death rate per 1,000 
live births being 0.4. This compares with previous years 
as follows: 

1954 1955 1956 1957 1958 
0.5 0.7 0.3 0.4 0.4 

The causes of death were: 


Toxaemia of pregnancy.......... POT eG eT rene 4 


I i a Sh teh ned ogo eacalets 3 
Pre-eclamptic toxemia with 
GDUUNEED PURCOMEE. 0... 5 5 ec cc eens 1 
i oi iid warn ewa ee Ke feeds 4 
I 6c ed tn oa aon ees 1 
Intra-partum with retained placenta..... 2 
Atonic post partum.................... 1 
I 5.0 haha ha Hasna ke xsemsd ede ahaaes 1 
SN 5559 500s od ok haa renin Wes Ba ween 1 
One patient with intra-partum hemorrhage with 
retained placenta was delivered in Saskatchewan and 
died in an aeroplane over Manitoba. This case is being 
reviewed by the Saskatchewan Committee and is not 
included in the above table or in the vital statistics 
for Manitoba. 


There were five associate maternal deaths: 

1. Pulmonary embolus at term. 

2. Acute hzmolytic anzemia. 

3. Cerebral hemorrhage due to rupture of a 
mycotic aneurysm in a case of subacute bac- 
terial endocarditis complicating rheumatic 
heart disease. 

4. Cerebral hemorrhage due to hypertension. 

5. Acute yellow atrophy of the liver. 

There were seven autopsies in these 16 cases. 

These reports were forwarded to the Maternal Mortal- 
ity Committee by the Department of Vital Statistics. 

A Maternal Mortality Enquiry Report was com- 

pleted in 15 out of 16 cases. In the other éase several 
letters were sent to the doctor, but no reply was re- 
ceived. 
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The following points were made in regard to 
these maternal deaths: 


1. There was the usual high incidence of deaths 
in the Indian (5) and Eskimo (2) races. It was 
suggested that further education of the In- 
dian and Eskimo population in rural areas 
was needed in regard to adequate pre-natal 
care and preparation for confinement. 

2. One case of eclampsia might have been 
benefited by the use of tracheotomy. 

3. A vaginal examination was done by a nurse 
in a remote area in a case of placenta previa. 
Nurses managing such cases should receive 
proper instruction for this purpose. 

4. In the case of cerebral hemorrhage due to 
hypertension, death followed a Czsarean 
section performed for prolonged essential 
hypertension in an elderly multigravida 
patient. It was felt that induction and vaginal 
delivery might have been preferable. 

5. In the case of puerperal sepsis, no autopsy 
was done. The reported clinical findings were 
fairly consistent with this diagnosis but it 
was unfortunate that an autopsy was not 
done. 

6. The patient with atonic post-partum hzmor- 
rhage died 12 hours after delivery. The 
Committee felt that since she was in a centre 
of reasonable size, more radical steps such as 
hysterectomy might have been resorted to as 
a lifesaving procedure. 

Adopted 


57. | Saskatchewan carefully investigated the total of 
nineteen deaths associated with pregnancy during 
1958, and recorded the causes of death to be: uterine 
hzmorrhage—seven, toxzemia—two, infection—three, 
air embolism — two, suicide — one, and four cases 
in which no definite cause of death could be decided 
upon by the Maternal Advisory Committee. 

Adopted 
58. In Alberta the Divisional Committee on Mater- 
nal Welfare continues its investigations of maternal 
deaths, an activity of respectable seniority in that prov- 
ince and one which has contributed to better obstetri- 
cal care and a declining mortality. During the calendar 
year 1957 the 17 maternal deaths occurring in Alberta 
were exhaustively reviewed and assessed. A firm 
arrangement with the Department of Vital Statistics 
has been concluded whereby the circumstances of any 
death where pregnancy is mentioned on the certificate 
are referred to the Committee for study. 

Adopted 


59. Dr. E. S. Hobbs reports that the Committee in 
British Columbia has not had many problems except 
that of promulgating the results of the annual survey 
of maternal deaths which are independently reviewed. 

One of the projects from last year was on 
maternity hospital records. A form of discharge 
summary used at present in the Vancouver General 
Hospital and the Grace Hospital covering 7,000 cases 
a year has been adopted by the Committee and it is 
hoped that this form may be accepted throughout the 
province, thereby making for increased accuracy of 
recording. 

From the data available it would seem that 
hemorrhage still tops the list of maternal deaths 
throughout the country even in the larger centres. How- 
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ever, toxzemia, especially in the remoter parts of the 
country, carries a heavy toll. It would seem that these 
causes of death might be cut even further by the pro- 
vision of more adequate blood replacement facilities, 
and by further education of the public and profession 
in the need for more intensive antenatal care. 


Adopted 


60. Since the prime purpose of all Maternal Mor- 
tality Committees is to better the lot of pregnant 
women through the continued education of the physi- 
cians attending them, provincial committees are urged 
to expand this phase of their activities. We however, 
together with such other bodies as hospital tissue and 
audit committees, must take adequate steps to protect 
ourselves and the members of our profession from any 


results which might happen if individual records which -- 


may be traced to particular patients or doctors are 
allowed to fall into unauthorized hands. Advice on how 
this had best be done should be available locally in 
each province, and, failing this, the C.M.A. headquar- 
ters is prepared to make such information available on 
request. 

Adopted 
61. Little has been heard during the past year of 
the use of oral abortifacients, but the local intravaginal 
insertion of caustics, such as potassium permanganate 
pills, is again on the upswing. It would seem that such 
attempts were limited to several quite circumscribed 
areas of the country. When fashionable, some centres 
see several cases a month, while other parts of the 
country apparently have no knowledge of this prac- 
tice. 

Again this year there have also been several 
deaths reported throughout the country of cases of 
infected criminal abortion in which death occurred from 
overwhelming sepsis from organisms which have proven 
resistant to all known forms of chemotherapy. 

Adopted 


62. It has been pointed out to us by the Quebec 
Provincial Demographer that at the last meeting of 
these provincial officers in Ottawa a suggestion was 
made that the questién: “Was this woman pregnant 
at the time of death, or had she been pregnant within 
ninety days thereof?” should possibly be deleted from 
the death certificates of those provinces at present 
carrying it. This was put forward apparently by sev- 
eral provinces on the grounds that it took up valuable 
space, and since in this day and age so few deaths are 
due to or associated with pregnancy, the question 
probably served no useful purpose. From our point 
of view, of course, such a record is invaluable in case 
finding, and all Provincial Committees are urged to 
contact their own demographers to ensure that such a 
clause is retained in the Provincial Death Certificate. 
If no such clause exists at present the demographer 
himself would be willing to hear requests from offici- 
ally constituted bodies. 

Finally, my persona] thanks are due to mem- 
bers of the Central Nucleus and to the Provincial Cor- 
responding Members for a job well done. It is most 
gratifying to find that there is an increasing awareness 
in the provinces of the need and worth to the com- 
munity of Maternal Welfare Committees. 

Adopted 

All of which is respectfully submitted. 


THOMAS PRIMROSE, 
Chairman. 
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Personnel of the Committee: 
Nucleus: 


Dr. T. Primrose, Montreal (Chairman) 
Dr. G. J. Strean, Montreal 

Dr. F. J. Tweedie, Montreal 

Dr. D. W. Sparling, Montreal 

Dr. P. H. Roberts, Montreal 

Dr. H. Belanger, Montreal 


Divisional Representatives: 


Dr. F. S. Hobbs, Vancouver 

Dr. G. S. Thomas, Calgary 

Dr. R. H. MacPherson, Saskatoon 
Dr. A. C. McInnis, Winnipeg 

Dr. L. J. Harris, Toronto 

Dr. T. A. Foster, Saint John 

Dr. M. G. Tompkins, Halifax 

Dr. J. K. L. Irwin, Charlottetown 
Dr. Craig Loveys, St. John’s 


Moved by Dr. Thomas Primrose, 
seconded by Dr. G. M. White, 


that the Report of the Committee on Maternal 
Welfare be adopted. 
Carried 


REPORT OF THE COMMITTEE 
ON PUBLIC HEALTH 


Mr. Chairman and Members of the General Council: 


63. | The question of the formation in Canada of a 
branch of the F.I.M.S. (International Federation of 
Sports Medicine) was referred to the Committee by 
the C.M.A. and the 1957-58 Committee. 


The Committee realized that the F.I.M.S. had 
been recognized by the W.H.O. but was not aware 
of any national medical association which had spon- 
sored the F.I.M.S. within its country. The avowed 
aims of the F.I.M.S., viz. “the maintenance and im- 
provement of the physical and moral health of man 
through muscular activities and especially physical 
education, gymnastics, games, sports and the scientific 
study of their effects, both normal and pathological”, 
were thought to be somewhat circumscribed to interest 
any but a few of the members of the C.M.A. In other 
countries (and proposed in Canada) membership in the 
F.I.M.S. is not limited to graduates in medicine but 
admits other professional personnel interested in the 
field of sports and physical education. In general, the 
F.I.M.S. appears to be concerned primarily with the 
superior athlete. The Committee, while recognizing that 
basic research should be carried out on these highly 
trained athletes, nevertheless deprecates this emphasis 
on the star performer. For these reasons the Committee 
is of the opinion that the C.M.A. should not sponsor 
or assist in the formation of a Canadian branch of the 
F.I.M.S. 


There is, however, a common ground for dis- 
cussion between the F.I.M.S. and the C.M.A. The 
1957-58 committee report expressed the hope that the 
C.M.A. would identify recreation as a facet of preven- 
tive medicine, that individual Canadians would avail 
themselves more fully of the benefits of physical recrea- 
tion, and that communities would increasingly foster 
recreational programs, There is considerable evidence 
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that Canadians are forfeiting the physical, mental and 
social pleasures which may be obtained from participa- 
tion in physical exercise and sports. The definitions of 
physical fitness are presently unsatisfactory and often 
are enunciated by persons who do not base their 
statements on scientific observations. There are many 
questions in this connection which demand answers. 
How is physical fitness achieved? How maintained? Is 
it possible to define it for different age groups? How is 
it recovered after illness? What constitutes training? 
Retraining? Organized medicine in this country has 
never, except in general terms, expressed its interest in 
the subject of physical fitness. The Committee feels 
that the C.M.A. should, first of all, lead in finding 
answers to these questions. But, while lacking the 
answers and bearing in mind the known benefits to be 
derived from physical exercise and participation in 
games, the C.M.A. should make available its advice 
and counsel by seeking representation on the govern- 
ing bodies of reputable organizations whose aim is to 
promote the physical fitness of Canadians. 

Adopted 


64. Any discussion of physical fitness should include, 
in the minds of the medical profession, the subject of 
rehabilitation from illness. Facilities for the recovery 
of physical fitness are much needed outside the metro- 
politan areas. It might be useful for the Committee 
on Rehabilitation to draw up a. basic program or 
unit with costs which might be set up in centres of 
50,000 to 100,000 population. This basic plan could 
then be used by local medical organizations to promote 
rehabilitation programs in their own community. 
Physical fitness requires much more study and 
pooling of opinions, both within and outside the pro- 
fession. The Committee would like to seek further 
advice and information and make later recommenda- 
tions as to how organized medicine in Canada might 
make its proper contribution to this subject. The Com- 
mittee requests permission to present a further report 
in 1960. 
Adopted 


65. A draft form for “Physician’s Report of 
Notifiable Diseases” was received from the Dominion 
Bureau of Statistics. This coincided with a revision of 
the list of notifiable diseases so that, in the absence 
of any major epidemics, it will be necessary for each 
physician to report a disease on three or four occasions 
only throughout the year. In general, the Committee 
feels that physicians are willing to report notifiable 
diseases if a good reason for doing so is apparent, and 
it is of the opinion that the list of notifiable diseases 
might be further curtailed. It suggests, for instance, 
that scarlet fever, whooping cough and meningococcic 
meningitis might easily be eliminated from such a list. 
It suggests also that the form as proposed might be 
amended so that not only the attending physician but 
also hospital records departments and local medical 
officers of health might complete them. The Commit- 
tee feels that the insistence upon the use of the form 
often casts disrepute upon the whole public health 
program. If some sort of form is necessary, it should 
be available to health departments and hospitals, as 
well as practising physicians, for the Committee is very 
skeptical of its wide-spread use by physicians. 

. Adopted 


66. In view of the increasing interest in the fluorida- 
tion of communal water supplies, and because of the 
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appointment of a special committee in Ontario to study 

this matter, your Committee recommends that it be 

authorized to collaborate with other health agencies, 

if requested, to study the beneficial effect of fluoridation 

on health. 
Adopted 

All of which is respectfully submitted. 


G. E. DUFF WILSON, 
Chairman. 


Personnel of the Committee: 
Nucleus: 


Dr. A. R. J. Boyd, Toronto 

Dr. J. R. Smith, Galt 

Dr. John Hastings, Toronto 

Dr. Charlotte Horner, Cobourg 

Dr. T. C. Kirkpatrick, New Hamburg 
Dr. Gordon Martin, Toronto 


Divisional Representatives: 


Dr. G. R. F. Elliot, Vancouver 
Dr. C. G. More, Red Deer 

Dr. M. Dantow, Saskatoon 

Dr. R. G. Cadham, Winnipeg 
Dr. W. G. Watts, Toronto 

Dr. Adélard Groulx, Montreal 
Dr. J. A. Melanson, Fredericton 
Dr. T. B. Murphy, Antigonish 
Dr. O. H. Curtis, Charlottetown 
Dr. Aod. McDermott, St. John’s 


Moved by Dr. G. E. D. Wilson, 
seconded by Dr. G. Sawyer, 
that the Report of the Committee on Public 
Health (as amended) be adopted. 
Carried 


REPORT OF THE COMMITTEE ON 
HOSPITAL SERVICES AND 
ACCREDITATION 


Mr. Chairman and Members of the General Council: 


67. On July 7, 1958, I was given the distinct honour 
of chairing the Canadian Medical Association Com- 
mittee on Hospital Service and Accreditation. The 
Committee consists of Drs. N. N. Levinne, E. K. Lyon, 
D. A. Thompson and B. H. McNeel. All committee 
members are also C.M.A. representatives to the Cana- 
dian Council on Hospital Accreditation. 


Adopted 


68. Since the last report to General Council sub- 
mitted by Dr. Lyon, there were two meetings of the 
Canadian Council on Hospital Accreditation. The first 
meeting was held on September 20, 1958, in Toronto: 
The following members of The Canadian Medical Asso- 
ciation were present—Drs. Lyon, McNeel and Good- 
win. Unfortunately I was personally unable to be 
present, nor was Dr. Thompson. 

The Canadian Council on Hospital Accredita- 
tion has recommended that all appointments to the 
Council should be made for a fixed tenure of office, 
and has suggested that this tenure should be staggered 
where there is more than one representative. 

Dr. Lyon reported that he had successfully con- 
cluded the negotiations for the separation from The 
Joint Commission on Hospital Accreditation which 
would become effective as of January 1, 1959. 


306 TRANSACTIONS 


Specifically the meeting in September was held 
in order to complete the necessary ground work for 
creating the Corporate Body of the Canadian Council 
on Hospital Accreditation, which mission was accom- 
plished with very few modifications of the original 


proposal. 
Adopted 


69. The second meeting of the Canadian Council 
on Hospital Accreditation was held on January 16 and 
17, 1959. The Canadian Medical Association was repre- 
sented by Drs. Levinne, Lyon, McNeel and Thompson. 


The Treasurer, Dr. Neilson, brought in the 
. following financial statements and budget. 


CANADIAN CouNncIL ON HospiTaL ACCREDITATION 
BALANCE SHEET As AT 3lstT DECEMBER, 1958 


$22,840.00 
115.00 


$22,955.00 


Acerwed interest... .. 0... .c ca cn cca scuwn 


Liabilities: 
Accrued liability 
CN be ig cakes A Sieg NE 
Balance — 3lst Dec. 1957 
Excess of expenditure over 
revenue for the year 


150.00 
$25,386.00 


2,581.00 22,805.00 


$22,955.00 


STATEMENT OF REVENUE AND EXPENDITURE 
FOR THE YEAR ENDED 3lst DECEMBER, 1958 


for year for year 


Revenue: 
Contributions: 

Canadian Hospital 
Association 

The Canadian Medical 
Association 

The Royal College of 
Physicians and Sur- 
geons - 

L’ Association des p 
Médecins de Langue 
Frangaise du Canada 


10,000.00 
5,000.00 


Bank Interest 


Expenditures: 


Salaries and professional fees 
Director 
Field representatives.......... 
Secretarial 
Additional assistance..... . 
Travelling 
Council meetings 
Office expense: 
Postage 
Telephone and telegraph 
Office equipment 
Stationery 
Printing 
Sundry and accounting....... 
Moving 
Contribution to The Canadian Medi- 
cal Association towards main- 
tenance and services 
Contingency and reserve 


~~ 


WH WoO 


: = 585335 
2332883 3333238 


or »_» © 
— Of 
co ORC 
ew i 
oad _ 
S335 
SSSau 


= 
3 


835.00 
2,000.00 


“>, ee 
$42,200.00 


835.00 


$33,268.00 


Excess OF EXPENDITURE OVER REVENUE 


FOR THE YEAR 2,581.00 11,450.00 
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Bupaet 1959 


1958 1959 


Actual Budget Increase 


Retutenue: 


Same as 1958 plus $5000 
from C.M.A. diver- 
sion from J.C.A.H.. $30,000.00 $35,000.00 


Expenditure: 


Salaries and professional fees: 
Director............ 12,5000 
Consultant 
Field representative 8,575.00 
Secretarial 3,282.00 
Clerk typist assistant 120.00 

Travel 

Council meetings 

Office expense: 
Postage, telephone, 

telegraph......... 
Office equipment. ... 
Stationery supplies 

and sundries 
Printing 
Moving 
Miscellaneous 

(legal, audit)..... 
C.M.A. contribution 
Insurance... ....... 
Contingency........ 


REGRESS 
S388235 


1, 
1 


165.00 
—44.00 
—213.00 
3,000.00 
—500.00 


2 


165.00 
1,044.00 


1,000.00 1,000.00 


35.00 
570.00 
2,000.00 


$33,268.00 $49,060.00 $15,792.00 
Adopted 


70. | The Council has continued the practice of hav- 
ing surveyors paid on a unit basis. This has enabled 
Council to engage the services of five part-time, highly 
qualified surveyors to carry out the program for 1959. 
These are Drs. Bell, Campbell, Langlois, Laurier and 
Swanson. In addition the Director, Dr. Taylor and the 
Consultant, Dr. Hollis, will continue to survey hos- 
pitals. 

During 1958, 128 hospitals were surveyed in 
Canada, of which 99 were carried out by Canadian 
Commission surveys. Out of this total of 128 surveys, 
11 were initial surveys. Seven of the 11 hospitals 
initially surveyed were either fully or provisionally 
approved. 


It is anticipated that 125-150 surveys will be 
conducted in 1959. 


The Council continues to function in both 
languages. Certificates of Accreditation will be awarded 
by the Council to appropriate hospitals and these will 
be bilingual. 

Adopted 


7A. The officers of the Canadian Council for 1959, 
both elected and appointed, are as follows: 


Chairman—Dr. A. L. Chute 

Vice-Chairman—Mr. J. E. Robinson 

Past Chairman—Dr. E. Thibault 

Secretary and Director—Dr. W. I. Taylor 

Hon. Secretaries—Drs. A. D. Kelly and D. 
Piercey 

Treasurer—Dr. J. B. Neilson 


Adopted 


72. The Inaugural Proceedings of the Canadian 
Council on Hospital Accreditation were vested with all 
the dignity due the establishment of this great all- 
Canadian project. A luncheon preceded the ceremonies 
at which the Honourable J. Waldo Monteith, Minister, 
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Department of National Health and Welfare, addressed 
those assembled. He assured the Council of the keen 
interest the Canadian Government had in the accred- 
itation program, and expressed to the Council the Gov- 
ernment’s wishes for every success in fulfilling its goals. 

Following the luncheon the Official Inaugural 
Proceedings were held in the C.M.A. House. Dr. 
Thibault chaired the meeting and Rev. Father Hector 
Bertrand invoked God’s blessing on the Council. The 
principal speaker was Dr. E. Kirk Lyon, who eloquently 
outlined the history and development of the Canadian 
project, from its inception, through the years, to the 
culmination in the Canadian Council on Hospital 
Accreditation. Dr. Thibault then spoke of the achieve- 
ments of the Council and installed the new Chairman, 
Dr. Chute. Mr. Tucker, Q.C., then presented the Char- 
ter and Seal of the Corporation. The responsibility 
for accrediting Canadian hospitals was then turned 
over to the Council by Dr. J. I. Brewer on behalf of 
the Joint Commission on Hospital Accreditation. Greet- 
ings were brought to the Council from— 


The American Hospital Association by Dr. E. L. 


Crosby 

The Canadian Hospital Association by Dr. D. 
F. W. Porter 

The Canadian Medical Association by Dr. A. F. 
VanWart 


The Royal College of Physicians and Surgeons 
of Canada by Dr. R. M. Janes 

L’Association des Médecins de Langue Frangaise 
du Canada by Dr. Pierre Smith 

At this point the meeting adjourned. 


Adopted 


OBSERVATIONS 


73. | While the Canadian Program of Accredita- 
tion envisages encompassing all hospitals in Canada, 
as its eventual aim, it must be kept in mind that at 
this time mental hospitals in particular have not as 
yet been included in our surveys. Also it is to be noted 
that of the 128 hospitals which were surveyed in 1958 
only 7.2% were of 50 beds or less. It is to be hoped 
that in the very near future the smaller Canadian hos- 
pital will be desirous of participating in the program. 
Added to these facts the increasing coverage of the 
population in hospital insurance, particularly govern- 
ment insurance, will undoubtedly create an increasing 
need for chronic and convalescent hospitals, as well as 
active treatment hospitals. All of this will, we antici- 
pate, increase considerably the work load to be borne 
by the Council. 

An examination of the financial statements ren- 
dered and the budget proposed, clearly indicates that 
if Council is able to stay entirely within its budget 
there will be an operating deficit in 1959 of approxi- 
mately $16,000. This amount when deducted from the 
assets of $23,000 would leave a residue of $7,000 with 
which to carry on for 1960. 


It is apparent that with a greatly increased 
potential of work to be done in the very near future, 
and with the revenue fixed as of this year, the Council 
would not be able to carry out its mission in 1960. 
Therefore, Mr. Chairman, I am recommending to Gen- 
eral Council that our contribution to the Council. shal] 
be at the rate of $4,000 per seat for 1960. This sum 
from each of the constituent members would enable 
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the Council to carry out its program, otherwise it 
will fail. 

One cannot help but feel a great sense of per- 
sonal pride in being associated with the Canadian 
Council on Hospital Accreditation. It is unquestionably 
a true advance in the maturity of Canadian medicine 
in its broadest aspects. The Canadian Medical Associ- 
ation can justly be proud of the great and stimulating 
role it has played in the development of this all- 
Canadian Program, and of course we are proud of 
the untiring service and devotion which our former 
Committee Chairman, Dr. E. Kirk Lyon, has rendered. 

Adopted 


All of which is respectfully submitted. 


N. N. LEVINNE, 
Chairman. 
Moved by Dr. N. N. Levinne, 
seconded by Dr. R. Lemieux, 


that the Report of the Committee on Hospital 
Services and Accreditation be adopted. 
Carried 


REPORT OF THE COMMITTEE 
ON APPROVAL OF HOSPITALS 
FOR THE TRAINING OF 
JUNIOR INTERNS 


Presented by Dr. J. F. C. Anderson 
Mr. Chairman and Members of the General Council: 


74, During the past year your Committee reviewed 
23 hospital applications for junior intern training. 
Three hospitals received approval for three years, 
thirteen for one year, and seven were not approved. 
At the present time, there are 78 hospitals approved 
for junior intern training in Canada. This constitutes 
about one half of the 148 Canadian general hospitals 
over 150 beds in size that are eligible for approval. 
As of January 1, 1959 there were 1,154 junior intern- 
ships, including the undergraduate and _ graduate 
varieties, in C.M.A. approved hospitals. 

Adopted 


75. | There are approximately 900 medical students 
graduating from medical schools in Canada each year. 
A certain percentage of these (possibly 25%) go to the 
United States, but this is offset to some extent by an 
unknown number of immigrant doctors who come to 
Canada each year and require internships. This excess 
of available internships over candidates means that a 
substantial number of internships go unfilled each year.. 
The problem of recruitment applies particularly to 
the smaller hospitals in smaller centres and in more 
isolated communities. While the competitive pressure 
of this disparity has some usefulness in maintaining 
and raising program standards, it seems logical that 
the total number of internships should be reduced 
rather than increased with the growth in hospital 
facilities. The Committee is actively considering ways 
and means of reducing the number of available intern- 
ships during the next several years. 

Adopted 


76. It is also becoming increasingly apparent that all 
intern training programs should be carefully evaluated 
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from time to time. This is now being done by several 
Canadian medical schools because of their continuing 
interest in the quality and substance of the training 
received by their undergraduates or recent graduates. 
This supports the view that the program of evaluation 
and approval should be strengthened and has encour- 
aged your Committee to increase the scope and depth 
of its program. 


To this end the Committee proposes to invite 
ten to twelve hospitals to participate in a self- 
evaluation program. Junior interns will be asked to 
complete a carefully designed questionnaire which will 
elicit the type and quality of training received during 
the year of rotation. This will be carried out before 
the end of the intern year. The possibility of providing 


field surveys by competent staff was examined, but -. 


ran upon the rock of cost and personnel shortage. 
Adopted 


77. A meeting of the Committee was held in C.M.A. 
House in Toronto on January 16 and 17, at which 
time a number of applications were reviewed and a 
number of important subjects discussed. At that time, 
the Committee met with representatives of C.A.M.S.I. 
and discussed many matters of mutual interest, among 
them the issue of remuneration. It has been C.M.A. 
policy not to recommend specific amounts of intern 
remuneration, but rather to emphasize and strengthen 
the educational aspect of intern training because of its 
life-long value to the intern. The higher stipends 
offered in some hospitals do not always reflect the 
educational return of the internship, and indeed may 
suggest the converse. On the other hand the Commit- 
tee is not unmindful of the length and mounting cost 
of medical training, and is not unsympathetic to 
inducements that will bring the best type of student 
into medicine. A greater degree of independence 
during postgraduate training may improve the com- 
petitive position of medicine with other professions 
and careers. 


Adopted 


78. After considerable discussion with C.A.M.S.I. 
representatives the following resolution was duly passed 
by the Committee and is recommended for your con- 
sideration: 


“That in order to assist in the recruitment of 
medical students in Canadian universities and 
to provide a more adequate income for junior 
interns, the C.M.A. approve of the prin- 
ciple of increasing the remuneration of junior 
interns to a more realistic level.” 


There was considerable discussion of this section 
by members of the General Council. The consensus 
was that interns should be paid a higher rate of 
remuneration than has been paid. It was stated 
that while internship was an educational experience, 
nonetheless the intern brought to this period of service 
a considerable amount of prior training for which he 
should be adequately remunerated. 


The Chairman asked Mr. Jules Harris, the Presi- 
dent of the Canadian Association of Medical Students 
and Interns, to address the General Council at this.time. 
Mr. Harris presented a resolution, passed at the annual 
meeting of C.A.M.S.I. in 1958, requesting that the 
minimum stipend for junior interns be $200 per month. 
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Moved by Dr. R. K. Thomson, 
seconded by Dr. F. A. Turnbull, 


that the resolution set out in Section 78 be 
amended to read as follows: 
“That in order to assist in the recruitment of 
medical students in Canadian universities and to 
provide an adequate income for junior interns, 
the C.M.A. approve of the principle of adequate 
remuneration of junior interns.” 

Carried 


Dr. L. Whitaker stated that while he was in 
agreement with the foregoing resolution, he did not 
consider that it could be implemented by The Canadian 
Medical Association. The administrative responsibilities 
which had been assumed by each province in the im- 
plementation of hospital insurance made it essential 
that the problem of adequate remuneration be dis- 
cussed by each Division with the government depart- 
ment or commission which was administering the 
program. 


Moved by Dr. L. Whitaker, 
seconded by Dr. C. B. Crummey, 


that the foregoing resolution be referred to the 
Divisions for study and implementation. 
Carried 


79. |The Committee is aware of the problem of 
securing satisfactory internships for immigrant doctors. 
It is not uncommon for this group to choose smaller 
hospitals, unapproved by the C.M.A. for junior intern 
training, but because of the shortage of internships in 
some places, these hospitals may be approved by the 
Provincial Registrar. It is the recommendation of the 
Committee that Colleges of Physicians and Surgeons 
be invited to use the same standards for intern training 
in their approved hospitals as are used for C.M.A. 
approved hospitals. There may be some advantage in 
using the same application forms as well. The Com- 
mittee would be pleased to assist wherever possible in 
providing Provincial Registrars with information or at 
times assistance in this matter. 

I would like to add a word of thanks to 
the surveyors of the Canadian Council on Hospital 
Accreditation for their kind assistance in providing 
“on the spot” information about junior intern training 
programs in hospitals they visit. A first-hand knowl- 
edge of intern training is very valuable to the Com- 
mittee in assessing the type and quality of the training 
received. 

I should also like to extend the thanks of this 
Committee for the services given so willingly and 
ably to it by the retiring Chairman, Dr. J. Gilbert 
Turner of Montreal, and also to Dr. Ansley Seymour 
of Vancouver for his most faithful service over many 
years. 

Three additional persons joined the Committee 
membership during the past year. They are as follows: 
Dr. Donald S. Munroe of Vancouver; Dr. Adrian F. 
W. Anglin of Toronto; and Dr. Eric W. Nancekivell 
of Hamilton. 

Adopted 


The following is a complete list of Committee 
members: 


Dr. L. O. Bradley, Winnipeg (Chairman) 
Dr. J. F. C. Anderson, Saskatoon 
Dr. Adrian F. W. Anglin, Toronto 








Canad. M. A. J. 
Sept. 1, 1959, vol. 81 


Dr. G. Everett Chalmers, Fredericton 
Dr. Roger Dufresne, Montreal 
Dr. Donald Munroe, Vancouver 
Dr, E. W. Nancekivell, Hamilton 
: Adopted 
All of which is respectfully submitted. 
L. O. BRADLEY, 
Chairman. 
Moved by Dr. J. F. C. Anderson, 
seconded by Dr. N. N. Levinne, 


that the Report of the Committee on the 
Approval of Hospitals for the Training of Junior 
Interns (as amended) be adopted. 

Carried 


REPORT OF THE COMMITTEE 
ON ETHICS 


Presented by Dr. Peter Lehmann 


Mr. Chairman and Members of the General Council: 


80. |Your Committee on Ethics was composed of 
the following members: 


Nucleus: 
Doctors Murray M. Baird, L. S. Chipperfield, 
R. B. Kerr, J. H. MacDermot, Roger Wilson, 
Ethlyn Trapp (Secretary), Wallace Wilson 
(Chairman). 


Corresponding Members: 


Newfoundland—Dr. C. D. Kean 
Prince Edward Island—Dr. J. P. Lantz 
Nova Scotia—Dr. H. D. O’Brien 

New Brunswick—Dr. S. A. Hopper 
Quebec—Dr. L. C. Montgomery 
Ontario—Dr. J. G. McDermott 
Manitoba—Dr. G. L, Adamson 
Saskatchewan—Dr. G. M. T. Hazen 
Alberta—Dr. S. Kling 





Adopted 


81. In the summer of 1958 our General Secretary, 
Dr. A. D. Kelly, forwarded to your Committee a letter 
from Dr. J. H. Graham, the Secretary of the Royal 
College of Physicians and Surgeons. This letter reads 
as follows: 


“Some time ago this College received an enquiry 
concerning the ethics of the dispensing of 
optical prescriptions by ophthalmologists. This 
question was reviewed by the Royal College 
Committee in Ophthalmology and the Commit- 
tee in Ethics. The final opinion of these com- 
mittees and the Council of the College was 
that such a practice is undesirable unless a 
competent dispensing optician is not available 
in the locality. 

“During the committee discussions on this sub- 
ject concern was expressed with regard to the 
wording of paragraph 6 of the section of the 
Code of Ethics entitled ‘Fees and Commis- 
sions’. This paragraph reads: “The receiving of 
secret commissions ‘connected with the sale by 
parties other than himself or his immediate 
professional associates of commodities associ- 

ated with the practice of medicine is entirely 

unethical conduct. For greater clarity, this pro- 
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hibition does not imply that it is unethical for 
a physician or a group of physicians to dispense 
medicine or those commodities associated with 
his or their practice of medicine.’ 


“It will be noted that the second sentence of 
the above-quoted paragraph would appear to 
condone a practice such as the dispensing of 
glasses by ophthalmologists. At the last meeting 
of the Council of the Royal College of Phy- 
sicians and Surgeons I was directed to write 
to you to request that the above-quoted section 
of the Code of Ethics be reviewed by the joint 
Committee on Ethics of The Canadian Medical 
Association and the Royal College. The Council 
asked that the committee give particular con- 
sideration to the question of dispensing of 
glasses by ophthalmologists, the supplying of 
drugs, and the provision of appliances such as 
hearing aids.” 


At a joint meeting of the Nucleus Committee 
and the representatives of the Royal College (Dr. 
Murray M. Baird, Chairman of the Committee in 
Ethics of the Royal College, and Dr. Rocke Robertson) 
the contents of Dr. Graham’s letter were discussed, and 
paragraph 6 of the section of the Code of Ethics on 
“Fees and Commissions” was reviewed. Full agreement 
was reached on the following points. 

1. A commission being still a commission whether 
secret or open, it is recommended to General 
Council that at the next printing of the Code 
of Ethics the word “secret” before the word 
“commissions” in the first line of paragraph 6 
of the section on “Fees and Commissions” be 
deleted. 

2. While, originally, dispensing of certain com- 
modities was undertaken by physicians to pro- 
vide a service not otherwise available to their 
patients, such dispensing should not now, 
except in certain special circumstances, be a 
part of the practice of medicine; further, as far 
as the knowledge of the joint committee goes, 
training for the same is not now undertaken in 
our medical schools. 

Therefore, it is recommended to General Council 

that at the next printing of the Code of Ethics 

the second sentence of paragraph 6 of the 
section dealing with “Fees and Commissions” 
and which reads as follows: 

“For greater clarity, this prohibition does 
not imply that it is unethical for a physician 
or group of physicians to dispense medicine 
or those commodities associated with his or 
their practice of medicine” : 

be deleted in its entirety and that it be replaced 

by the following: 

“It is highly desirable and ethical for a 
physician to adhere strictly to the practice 
of his profession, disassociating himself 
entirely from the dispensing of all com- 
modities related to the practice of medi- 
cine and the profits derived therefrom. In 
places where those with special] training or 
qualifications are not available dispensing 
of such commodities may be undertaken.” 


All corresponding members of The Association’s 
Committee on Ethics were informed of the above sug- 
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gested recommendations and asked for comments; no 
unfavourable replies were received. 

The representatives of the Royal College on the 
Joint Committee will also recommend to their Council 
acceptance of the above suggested changes. 

All of which is respectfully submitted. 


WALLACE WILSON, 
Chairman. 


It was reported that the Executive Committee 
recommended to the General Council that the suggested 
amendment to the Code of Ethics set out in Section 
81, subsection 2, be amended to delete the words “and 
ethical”. 


Moved by Dr. S. F. Robertson, 
seconded by Dr. J. S. Bell, 


whereas we believe the action outlined in 
Section 81, subsection 2, is premature and, 
whereas there is no indication that the Com- 
mittee consulted with any affiliated body other 
than the Royal College of Physicians and 
Surgeons of Canada who instigated this pro- 
posal, 
therefore, be it resolved that Section 81, sub- 
section 2, be referred back to the Committee on 
Ethics with the recommendation that it seek 
wider consultation and, in particular, consult 
with the College of General Practice of Canada. 
Carried 
Moved by Dr. M. A. R. Young, 
seconded by Dr. Mark Marshall, 
that the Report of the Committee on Ethics 
(as amended) be adopted. 
Carried 


REPORT OF THE COMMITTEE 


ON THE MEDICAL ASPECTS 
OF TRAFFIC ACCIDENTS 


Presented by Dr. E. F. Crutchlow 


Mr. Chairman and Members of the General Council: 


82. The report of our Pilot Study carried out by 
Dr. Ruth McDougall at the Montreal General and 
Montreal Children’s Hospitals was published in the 
Canadian Medical Association Journal 80: 18-22, 
January 1, 1957. This report shows the difficulties 
likely to be encountered in initiating an epidemiological 
study. This work was supported in part by a grant 
from the Ford Motor Company of Canada. 

An application for continuation of this work was 
submitted through the Deputy Minister of Health, in 
the Province of Quebec, and the Federal Department 
of Health. At the time of submission of this application 
to the Minister of Health, in Ottawa, Dr. Beamish and 
Dr. Troup of the Ontario Division accompanied me. 
Help in this regard is also acknowledged to Dr. Jewett 
of the New Brunswick Division. 

Adopted 


83. An excellent ambulance survey was carried out 
by the Ontario Division. This work when completed 
will, I hope, show what standards, as regards personnel 
and equipment, are required in ambulances. This is a 
most important matter. 

Adopted 
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84. A traumatic research unit has been established 
in the University of British Columbia, at the Vancouver 
General Hospital, under Dr. Patterson, who is also the 
head of a newly created committee on trauma of The 
Royal College of Surgeons. This unit is producing 
some useful figures which might be of future help. 

The Saskatchewan Division under Dr. Andrews 
has been quite active and has developed good liaison 
with the Saskatchewan Highway Safety Council. 

An ambitious, coordinated plan involving hos- 
pital emergency departments in Alberta has been 
discussed by Dr. Speakman’s Committee but there are 
inherent difficulties which have so far prevented im- 
plementing the plan. 

Adopted 


85. A brochure outlining the proposed activities 
of the Foundation for Traffic Accidents has been 
prepared with the help of A. J. Campbell, Q.C., of 
the Canadian Bar Association Committee. This has 
been sent to the Divisions for criticism. 

Adopted 
86. Several exploratory meetings have been held 
with the Executive Committee of the Canadian High- 
way Safety Conference. The outcome of these discus- 
sions must await a further meeting in April. 

I believe it is fair to say that, as a result of the 
efforts of The Canadian Medical Association, it is now 
more generally realized that the medical profession has 
a greater role to play in the scientific study of traffic 
accidents. 

It may also be of note that a request has 
been received from Soviet Russia for the volume on 
the Medical Aspects of Traffic Accidents. 

Adopted 


All of which is respectfully submitted. 


HAROLD ELLIOTT, 
Chairman. 


Personnel of the Committee: 
Nucleus: 


Dr. Harold W. Elliott, Montreal (Chairman) 
Dr. Claude Bertrand, Montreal 

Dr. Douglas G. Cameron, Montreal 

Dr. E. F. Crutchlow, Montreal 

Dr. G. W. Halpenny, Montreal 

Dr. Ruth McDougall, Montreal 

Dr. H. S. Morton, Montreal 

Dr. A. H. Neufeld, Montreal 


Divisional Representatives: 


Dr. Gordon Grant, Victoria 

Dr. T. J. Speakman, Edmonton 
Dr. C. H. Andrews, Prince Albert 
Dr. F. R. Tucker, Winnipeg 

Dr. O. F. Beamish, Kemptville 
Dr. B. L. Jewett, Fredericton 

Dr. A. L. Murphy, Halifax 

Dr. D. L. Sutherland, St. John’s 


Moved by Dr. E. F. Crutchlow, 
seconded by Dr. G. W. Halpenny, 


that the Report of the Committee on the 
Medical Aspects of Traffic Accidents be adopted. 
Carried 
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As the concluding feature of the first session of 
the General Council, the Chairman, Dr. Norman H. 
Gosse, delivered his valedictory address. Based on his 
experience in the highest offices of the Association, 
the Presidency and the Chairmanship of the General 
Council, Dr. Gosse paid tribute to the ‘Divisional repre- 
sentatives on the General Council during his tenure. 
He reminded us that the Association is a federation of 
provincial Associations and that “the structure is built 
upon the pillars that are our Divisions’. He urged that 
the tradition of electing the Chairman of the General 
Council from among the Past Presidents be disre- 
garded when an otherwise well-qualified candidate is 
available, and that the selection of the President be 
made from the membership at large. Touching on the 
“political” functions of the officers of the Association, 
it was his view that the incumbent of the Presidency 
should be chosen on grounds of personal distinction 
and not necessarily for his knowledge of our medico- 
political affairs. The latter responsibility should devolve 
on the Chairman of the General Council and the 
Executive Committee. Dr. Gosse finished his address 
with five predictions all related to the government of 
a voluntary medical association approaching maturity 
in a democratic society. At the conclusion of this erudite 
oration, Dr. Gosse was afforded a standing ovation. 


REPORT OF THE COMMITTEE 
ON ECONOMICS 


Mr. Chairman and Members of the General Council: 
87. Since the General Council’s last meeting in 
Halifax in June of 1958, the Committee on Economics 
has held two-day meetings in November, 1958, and in 
March, 1959, and at the time of writing this report 
was preparing to hold a third two-day meeting in 
May, 1959. The Chairman of your Committee has 
attended all meetings of the Executive Committee. 
Because of the interest of the Committee on Economics 


in Trans-Canada Medical Plans the Chairman was. 


appointed by the Executive Committee as one of the 
members of a Special Committee on T.C.M.P. 

The Divisional Representatives on the Commit- 
tee are as follows: 


British Columbia—Dr. H. N. Watson 
Alberta—Dr. H. V. Morgan 
Saskatchewan—Dr. J. L. Brown 
Manitoba—Dr. K. R. Trueman 
Ontario—Dr. L. V. Lang 

Quebec—Dr. Gibson E. Craig 

New Brunswick—Dr. W. Ross Wright 
Nova Scotia—Dr. A. L. Sutherland 

Prince Edward Island—Dr. F. A. McMillan 
Newfoundland—Dr. J. D. B. Baird 


Mr. B. E. Freamo, Assistant Secretary (Eco- 
nomics) for The Association, attended all meetings. 
Dr. A. D. Kelly, Dr. A. F. W. Peart, Dr. S. S. B. Gilder 
and Dr. M. R. Dufresne also attended. Your Commit- 
tee would like to thank the following members of The 
Canadian Medical Association who were present by 
invitation to help discuss certain problems: Dr. G. G. 
Ferguson of Vancouver, Dr. Glenn Sawyer of Toronto, 
Dr. C. B. Stewart of Halifax, Dr. C. D. Gossage of 
Toronto, Dr. L. R. Rabson of Winnipeg and Dr. N. 
Belliveau of Montreal, as well as Mr. C. H. Shillington, 
the Executive Director of T.C.M.P. 
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The members of the Committee on Economics, 
except the Chairman who is appointed by the Execu- 
tive Committee of the C.M.A., are the appointees of 
each provincial Division. These appointments are made 
usually at the time of the Divisional annual meeting 
which means that full membership of the Committee 
cannot be completed until late October. Under these 
circumstances there are limitations to the planning of 
meetings and the full utilization of study time. Your 
Committee gave consideration to the problem of its 
own organization. Members of the Committee felt that 
the present arrangement was preferable to a small non- 
local nucleus group. It was felt, however, that the 
timing of Divisional appointments should not inter- 
fere with the work of the Committee and the following 
recommendation was made to the Executive Commit- 
tee: 


“That the Divisional appointments to the Com- 
mittee on Economics be applicable from July 
Ist of one year to June 30th of the succeeding 
year.” 


Adopted 


88. At its last meeting the Council was informed 
that the Bureau of Economics would attempt to get 
out a newsletter to the Divisions. This has been estab- 
lished and brings currently published economic inform- 
ation to the attention of members interested in medical 
economics. Most of the material is abstracted from 
medical journals and non-medical publications and is 
being sent to about 300 doctors across Canada. The 
work of preparing this material goes hand in hand 
with the development of the Medical Economics 
library, and while setting up of good library arrange- 
ments must await the completion of the new C.M.A. 
building, there is considerable available information 
in the Bureau. In this regard it will be recalled that 
at the last Council meeting a resolution was passed 
instructing the Bureau of Economics to attempt to 
secure reports from all affiliated societies concerning 
meetings, resolutions and studies. Your Committee con- 
sidered that our interest was mainly in the economics 
field but recognizing this as a two-way street they 
recommend to the Executive Committee that all affili- 
ated societies be more completely informed of the 
facilities of The Canadian Medical Association which 
are available for their assistance. 

Adopted 


89. Your Committee would like to make a progress 
report on the Relative Value Study. As you will recall, 
it was proposed that a local committee of five under 
the chairmanship of a man of substantial medical 
stature would be appointed to scrutinize and develop 
the various factors and sub-factors which should be 
taken into account in determining the worth of a 
medical service, and to allocate weighted point values 
to these factors and sub-factors. Dr. R. M. Janes 
accepted the chairmanship of that committee and 
work has continued through last fall and winter. The 
Committee on Economics studied the progress reports 
of Dr. Janes’ committee in some detail. They had 
certain suggestions and have recommended that after 
consideration of one specific formula the conclu- 
sions of the central committee be forwarded to the 
respective Divisions of the C.M.A. for early study and 
comment as the next step in the total study. 

Adopted 
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90. The Council in June, 1958, adopted a recom- 
mendation: 


“That we recognize the importance of adequate 
contractual arrangements and prepare informa- 
tive documents delineating acceptable standards 
of contracts and methods of negotiation.” 


These matters to be considered in the negotia- 
tions of contracts by physicians had been drawn up 
but after discussions with the solicitor they were 
amended and a further report made to your Committee. 
It was decided that sample contracts would not be 
generally helpful but it was recommended that the 
document as amended after discussion with the 
solicitor be distributed to the Divisional Secretaries. 


Adopted -- 


91. At the last meeting of General Council the 
following resolution was adopted: 


“that the General Council approve in principle 
the acceptance by the C.M.A. or by Divisions 
of the C.M.A. the responsibility for collective 
bargaining on behalf of salaried physicians. 

“that the Executive Committee be requested to 
set up a special committee to study the practical 
aspects of this matter. 

“that consideration be given to the specific prob- 
lem of having special personnel loaned on 
occasion by the C.M.A.. to a Division for assist- 
ance on collective bargaining for salaried 
physicians.” 


The Committee was asked to assess the extent 
of the problem and to suggest what action should be 
taken at this time by The Association. 

Adopted 


92. Your Committee was advised that there were 
two projects planned which would help to determine 
The Association’s future action. The first was the 
petition to Parliament for an amendment to the Act 
of Incorporation of the C.M.A. The second was the 
survey of all salaried physicians in Canada to be made 
in cooperation with the. Section of Salaried Physicians. 


These two undertakings will help to give some 
answers to the practical aspects. At the present time 
there is no way of knowing how many salaried phy- 
sicians there are in Canada and although your Com- 
mittee has been informed that there are already some 
1300 completed questionnaires, there is no way of 
telling what percentage this is. At the present time it 
is probable that The Association could give some assist- 
ance where requested but the future need for personnel 
actively engaged in negotiation cannot be assessed. 
Your Committee feels that as an aid to unity it should 
be made known to the salaried physicians that the 
C.M.A. and the Divisions are actively interested in 
their problems. 


Your Committee is appreciative of the fact that 
continued study on arbitration and negotiation is 
necessary. Much work has been done along this line 
in Great Britain by the Royal Commission set up to 
consider the incomes of physicians, dentists and others 
under the National Health Service and since the report 
of the Royal Commission will be presented this ,sum- 
mer, it was felt that some information might be 
obtained by .personal contact. The Committee has 
recommended to the Executive Committee that Mr. 
Freamo be asked to spend some time while in Eng- 


Canad. M. A. J. 
Sept. 1, 1959, vol. 81 


land attempting to gather available information on this 
and related subjects. 
Adopted 


93. Dr. L. V. Lang and Dr. A. F. W. Peart have 
been the C.M.A. representatives on a joint committee 
with representatives of the Canadian Life Insurance 
Officers Association and the Canadian Life Insurance 
Medical Officers’ Association to study claim forms. 
They have been very active and the Committee on 
Economics has studied the results of their efforts. Two 
forms have been recommended by this joint commit- 
tee. One is a claim form and the other a weekly 
indemnity form. These forms are at present being 
studied by the Public Relations Committee of the 
Canadian Life Insurance Officers Association. It is 
hoped that if approval is given to these forms by the 
life insurance industry the casualty companies 
will accept the forms. Your Committee recommends 
to the Executive Committee that they approve these 
forms in principle. 

94. The Committee on Economics has continued as 
a study group to discuss developments in Hospital 
Insurance in the various Divisions. While it is recog- 
nized that programs in effect, or proposed, differ 
according to area and customs, and the relationships 
between the Provincial Governments and the medical 
profession vary from province to province, these dis- 
cussions appear to be helpful. At least some under- 
standing of others’ problems, awareness of pitfalls or 
approval of cooperative planning brings us closer to an 
appreciation of principles and practice. It is hoped that 
some of this continued study will help direct our 
thinking in our endeavour to provide the best medical 
care for the people of Canada. In this regard your 
Committee is considering the present Statement of 
Principles and Policies with a view to determining the 
extent to which it accurately and adequately expresses 
our views. 

I cannot close this report without expressing 
on behalf of the Committee our appreciation for the 
‘valuable assistance, interest and stimulation of Mr. 
Freamo, your Assistant Secretary, Economics. I would 
like also to commend the efforts of Dr. Peart and Dr. 
Lang. 

The Committee on Economics recommends 
that the Executive Committee be instructed to make 
budgetary provision to permit the payment of expenses 
of each Divisional appointee, or his alternate, to attend 
the meetings as may be authorized by the Executive 
Committee in the coming year. 


All of which is respectfully submitted. 


R. K. THOMSON, 
Chairman. 
Moved by Dr. R. K. Thomson, 
seconded by Dr. R. Lemieux, 
that the Report of the Committee on Economics 
(as amended) be adopted. Carried 


REPORT OF THE COMMITTEE 
ON CANCER 


Presented by the General Secretary 


Mr. Chairman and Members of the General Council: 


95. There were no matters referred to the Cancer 
Committee during the year for its consideration. 
Adopted 
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96. The Cancer Refresher Courses in Nova Scotia 
assisted by the Cancer Fund of The Canadian Medical 
Association, has completed the first part of its prograrn 
and the following is an interim report: 


Program Planning: 


The Planning Committee consisted of: The 
Director, Nova Scotia Tumor Clinic; Chairman, Cancer 
Committee, Medical Society of Nova Scotia; Nova 
Scotia Representative on the C.M.A. Cancer Com- 
mittee; Chairman of the Post-Graduate Division, Dal- 
housie. 


The County Medical Society in each area was 
approached by letter, and after tentative acceptance 
of the plan in principle, the Branch Societies Executive 
Committee or the entire Society in open meeting dis- 
cussed the program with the Director of the Post- 
Graduate Division present. This phase occupied from 
May to the end of September. Thereafter speakers 
previously invited on a tentative basis were advised of 
confirmed arrangements and of dates in late October 
and late November for the first two meetings. 


The Director of the Post-Graduate Division 
accompanied the first speakers to all six areas to ensure 
that details regarding meeting halls, overnight accom- 
modation, projectors, etc., had been satisfactorily 
arranged in response to correspondence. 


The Program in Summary: 


Nova Scotia is divided into Northern and 
Southern sections. Four meetings—the first two in the 
fall of 1958 and two in the spring of 1959—will be held 
in three different communities in each section. At each 
meeting, cancers of two body systems will be dealt 
with by two visiting speakers; presentations planned to 
deal with “Carcinoma of the Head and Neck”, “Car- 
cinoma of the Breast”, “Bronchogenic Carcinoma”, 
“Carcinoma of the Colon, Rectum, and Anus”, “Car- 
cinoma of the Stomach”, “Gynecological Malignan- 
cies”, “Genito-Urinary Malignancies”, “Leukzemias” and 
“Lymphomas”. Speakers are drawn from the Tumor 
Clinic Staff in Halifax for thirteen presentations, and 
one each from Boston, Montreal, and Toronto respec- 
tively. 


Results: 


(a) Audiences varied widely in interest and _par- 
ticipation from area to area, three areas having 
rather poor attendance and the other three 
areas increasingly good attendance. Audiences, 
however, participated actively with questions 
and sound discussion in al] but one area. 


(b) Speakers found the experience stimulating in 
some areas, embarrassing and depressing in two 
where attendance was poor. The experience was 
demanding physically, time consuming, and a 
major interruption in practice for the speakers. 
Although there were exceptions, the meetings 
seemed in general to improve public relations 
between the general practitioner and specialist 
in a field of management of cancer. 

(c) From an administrative point of view, this 
course is complex, requiring an experienced and 
established postgraduate organizatién which is 
not generally available. Even for such an organ- 

ization it is time consuming and expensive. 
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Recommendations: 


Regional Meetings are favoured because they 
reach practitioners who fail to travel longer distances 
to attend postgraduate meetings. They should be 
clinical with a high degree of audience participation 
rather than formally presented papers. They should be 
fitted into an existing general postgraduate scheme 
rather than operated separately. When operated separ- 
ately there is a tendency to “over-saturate” the practi- 
tioner. It would appear preferable to conduct a series 
of meetings at weekly intervals, in one area, and repeat 
the series later in the year in another area. This would 
be more generally acceptable to the teachers, although 
travel expenses would increase. 

Upon completion of the program of courses, 
a complete and detailed report will be drawn up. 

Adopted 

All of which is respectfully submitted. 


H. K. FIDLER, 
Chairman. 
Moved by Dr. R. Lemieux, 
seconded by Dr. M. A. R. Young, 


that the Report of the Committee on Cancer 
be adopted. 
Carried 


REPORT OF THE COMMITTEE 
ON PUBLIC RELATIONS 


Mr. Chairman and Members of the General Council: 


97. I have the honour to submit herewith the Re- 
port of the Public Relations Committee for the session 
1958-59. 

Adopted 


98. Your Committee commenced its activities for 
the year in a unique position. It is the first time that 
the Chairman and members of the Nucleus of the 
Public Relations Committee have been established out- 
side the city in which the central office of The Can- 
adian Medical Association is located. 

We believe that it is fitting and just, at this 
time, that we take cognizance of the tremendous effort 
and progress which have been made by previous chair- 
men and their Committees. 

As one reads back over all the previous minutes 
of this Committee, one cannot help but be impressed 
with the sincerity of our fellow members and their real 
desire to advance the public relations program of 
The Canadian Medical Association. Sparked by the 
interest and devotion of our General Secretary, Dr. A. 
D. Kelly, which has been maintained by successive 
chairmen and members of the Nucleus Committee, 
they do indeed deserve every credit and our deep 
thanks for what they have accomplished in the past 
ten years. Your Committee hope that when it is their 
turn to account for their stewardship of this important 
activity of The Canadian Medical Association, they will 
be able to produce a record as enviable as the one 
that is behind us. 

Your Nucleus Committee, chosen for their inter- 
est in and knowledge of various aspects of medical 
practice, has been divided into two sections: a 
central working core and an advisory group who 
could be called upon whenever topics in which they 
had special knowledge were to be discussed. However, 
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I am pleased to say that such has been their interest 
that they have attended all of the meetings of the 
Nucleus Committee. 

Adopted 


99. Before presenting the main body of the report 
which contains a description of the activities of your 
Committee over the past year and its recommendations 
for the future, we should deal first with the resolution 
_ submitted to your Committee by Council at its last 
session. 

This concerns the dissatisfaction expressed by 
Council with the fact that apparently little had been 
done, or little had been accomplished in effective ex- 
pression of C.M.A. opinion to the members of the Fed- 


eral Government, when they established a National _. 


Hospital Insurance Act known as Bill 320. There was 
implied in this, criticism of the activities of the Public 
Relations Committee. 


A committee composed of Dr. Halpenny and 
the Chairman of the Public Relations Committee was 
entrusted with investigating this situation. They were 
asked to report back to the Executive Committee and 
make specific recommendations. This was discussed in 
great detail at the first meeting of your Nucleus Com- 
mittee. Just prior to that I had the opportunity of 
visiting with the Chairman of the Public Relations 
Committee, the Secretary, Public Relations Officer 
and the President of the British Columbia Division, 
also their public relations consultants. We ascertained 
that it was their opinion that in order to improve the 
lines of communication of The Canadian Medical 
Association with government, professional public rela- 
tions counsel should be retained, in addition to the 
present public relations organization. 


We considered this at great length and regret 
that we were unable to completely concur with the 
opinion expressed by the British Columbia Division. 
We made the following recommendation to the Execu- 
tive Committee (excerpt from Minutes of the Nucleus 
Committee Meeting 20/10/58): 


(a) Whereas the PR program of the C.M.A. was 
in the process of re-orientation and redirec- 
tion with special reference to the problem of 
improving lines of communication and pub- 
lic relations with the Federal Government, 

(b) Whereas the personnel of the PR group has 
only recently undergone alterations with the 
new PR counsel as Assistant Secretary, and 
a new Nucleus Committee, and many 
changes in Divisional representatives, 
Whereas the Committee is not convinced 
that the re-orientation program and im- 
provement of the lines of communication 
could not come from within The Association, 
if sufficient interest and energy is expended 
in that direction, 


This Committee recommends that its pro- 
gram, as outlined further in these minutes, be pre- 
sented to the Executive Committee for their considera- 
tion. The Committee wishes, however, to express its 
appreciation to the B.C. Division for the time and 
trouble taken in meeting with its Chairman and pre- 
paring the communication, and regrets that it cannot 
wholly agree, but assures the Division that their sug- 
gestion will be considered at a later date. 

i Adopted 
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100. The C.M.A. will make a determined effort to 
approach the Federal Government on three levels, 
namely: 


First Level: The Prime Minister 
Minister of National Health and 
Welfare 
Deputy Minister 
Health 


It was recommended that the highest officers 
of the C.M.A. should seek liaison with govern- 
ment officials on the first level. 


Second Level: All doctor members of the Fed- 
eral Government. It was recommended that 
the Public Relations Committee (Nucleus) meet 
with all doctor members of the House of Com- 
mons shortly after Parliament meets in the new 
year. At that time, it was felt that the PR Com- 
mittee should seek the advice of the doctor 
members on the action to be taken by the medi- 
cal profession pertaining to specific items that 
we wish to draw to the attention of the Govern- 
ment. It was also agreed that local members of 
the PR Committee would contact their own 
Federal members of Parliament. 

Third Level: Arrange distribution of periodic 
C.M.A. Information Bulletins, outlining the 
policy and opinions of the profession on various 
aspects of medicine. 

It was suggested that these bulletins should be 
sent to: Federal members of Parliament; affili- 
ated societies; news media outlets; labour offi- 
cials; and all C.M.A. Divisions. 


of National 


Adopted 


101. The first level approach was made on February 
19, 1959; the outcome of this has already been 
presented to you in the report of the Executive Com- 
mittee. The second level approach took place at an 
informal meeting in Ottawa on January 29, 1959; we 
are pleased to report that it achieved its preliminary 
purpose of informally acquainting all concerned with 
current C.M.A. activities on behalf of the profession. 
At the third level, the first bulletin dealt with the pro- 
fession’s attitude towards the current hospital insurance 
program, attached as Appendix I. The bulletins were 
mailed in March, 1959, to all members of the House 
of Commons; all members of the Senate; National 
Health and Welfare officials; all daily newspapers in 
Canada, and all Divisional Secretaries. Copies in both 
French and English were made available to each Divi- 
sion for distribution to members of the provincial Par- 
liament. Subsequent bulletins will be on subjects of 
current and vital importance to the profession. 


This, as you will see, left the onus of the bur- 
den of proof upon your present Committee to establish 
that the course of action which they had recommended 
was the right one, and it is for you to judge whether 
or not this is so. May we say at this time that we do 
not feel that it is within the province nor is it the 
function of a Public Relations Committee to influence 
legislation in the manner that the expressed comments 
of some of the members at Halifax in June 1958 
indicated. This was very ably expressed in the report 
to Council of 1953 by Dr. Wm. Bigelow, then Chair- 
man of the Committee on Public Relations, and I 
quote:— 
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“Our fundamental objective is not based on an 
attempt to forestall or modify legislation related to 
medical service, but rather to influence the standing 
of our profession so that our advice may be sought and 
our opinion respected by legislative bodies concerned 
with medical care security.” ' 

Adopted 
102. _—=It is our duty and obligation to tell the medi- 
cal story and the story of The Canadian Medical Asso- 
ciation to all our publics. But it is also our duty as 
individuals, and as members of the medical profession, 
to be sure at all times that what we say has a solid 
backing of the personal and professional activities of 
every member of the profession; in this way we merit 
approbation and deserve to have our views count 
whenever considerations are being given to the gen- 
eral health of the people of Canada. It is unfortunate 
that one does not always get what one deserves; never- 
theless, this should not deter us one bit from our 
program, because eventually it will bring the reward 
which our own activities justify. 

Adopted 
103. We have divided, for the sake of brevity and 
in order not to burden you with a mass of detail, the 
activities of the Public Relations Committee into main 
groups. One, which we refer to as the bread and butter 
activities of this Committee, the everyday public rela- 
tions work, time consuming, and involving a tremen- 
dous mass of detail, we have listed for you in Appendix 
II. 

The second part comprises the special activities 
of this Committee, its special projects, and its recom- 
mendations to you for future activities. These I shall 
proceed to go into, in more detail. 

Adopted 
Public Education 
104. (a) TV Filmettes 


In keeping with C.M.A. policy to promote good 
health, the Public Relations Committee has just com- 
pleted the production of three one-minute TV film- 
ettes. They were developed to serve a_ three-fold 
purpose: 

1. To strengthen doctor-patient relations. 

2. To impart a medical message to all citizens. 

3. To indirectly stimulate the interest of second- 

ary school students in medicine as a career. 


The first series shows the Canadian doctor in action 
during three phases of medical practice: (a) House 
Call, (b) In the Hospital, (c) Diagnostic Roentgenology. 
Through the cooperation of the Canadian Broadcasting 
Corporation, the filmettes are being sent to some fifty 
television stations throughout Canada, and each filmette 
will appear twice a week for a period of approximately 
eight months. They were produced by Crawley Films 
Limited of Ottawa. 

(b) Globe and Mail Series: 

Another important phase of public education 
was the series of ten medical articles which appeared 
in the magazine section of the Globe and Mail, com- 
mencing on April 18 this year. This represented the 
fourth occasion on which such a series had appeared in 
this newspaper. The national aspect was represented in 
the authors, who were selected from several provinces. 
The reader interest of the series was enhanced by the 
liberal use of illustrations, which were initfated by the 
Toronto Globe and Mail. 

Adopted 
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Public Relations Liaison with C.M.A. Divisions 
105. (a) Divisional Annual Meetings 


During 1958, the Public Relations Department 
of the C.M.A. had the opportunity of assisting five 
Divisions with their annual meeting publicity. They’ 
were: Quebec, New Brunswick, Alberta, Manitoba, and 
Saskatchewan. Insofar as the Manitoba Division was 
concerned, publicity was also handled on behalf of the 
Faculty of Medicine of the University of Manitoba, 
on the occasion of its 75th Anniversary. 


(b) Public Relations Workshop. 


A Public Relations Workshop for Divisional 
public relations committee chairman will be held in 
Montreal in the fall of this year. It was felt that a 
meeting at that time would enable us to report and 
discuss the development of national and _ provincial 
public relations programs over the past year. We 
will also commence the year’s activities with fresh 
enthusiasm and energy without the long hiatus of sum- 
mer months. 


(c) Public Relations Speakers for Divisions 


In an endeavour to develop a better under- 
standing of medical public relations, the C.M.A. PR 
Committee recommended that all Divisions consider 
the subject of medical public relations at their respec- 
tive annual meetings. At the time of writing, three 
Divisions have indicated a desire to include this sub- 
ject in their program, and several have expressed 
interest for future occasions. 


(d) Displays for Divisions 


Two new portable displays for Divisional an- 
nual meetings have just been completed; one features 
medical public relations, and the other acquaints doc- 
tors with current C.M.A. information. The last-men- 
tioned display is bilingual. 

Adopted 


Public Relations Committee Chairman 


106. At the last meeting of the Executive Committee 
of The Canadian Medical Association, permission was 
granted for the Chairman of the Public Relations Com- 
mittee to attend the meetings of the Executive Commit- 
tee as an observer. 


Adopted 


Annual Meeting Medical TV Programs: Open Circuit 


107. At the request of Dr. G. W. Halpenny, Secretary 
of the Quebec Division, and Mr. J. M. Denault, Director 
of Public Relations, Quebec Division, the problem of 
broadcasting surgical operations on open-circuit TV 
during annual meetings was discussed. This arose be- 
cause of the possibility that a request would be made 
to televise operations on open channels during the 
Annual Meeting of the Quebec Division of The Can- 
adian Medical Association, in Chicoutimi in May, 1959. 
Dr. Halpenny requested guidance as to the general 
public relations policy of The Canadian Medical 
Association. 


The Committee appreciates, of course, that pro- 
grams at the C.M.A. annual meetings are the joint 
responsibility of the central and local program 
committees, and that programs associated with the 
annual Divisional meetings are the direct responsi- 
bility of local program committees. However, it was 
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the feeling of the members that the Public Relations 
Committee should outline some general principles 
which both local and national bodies might use as 
an overall guide in planning such programs. This is to 
be submitted to the Executive Committee of The Can- 
adian Medical Association and subsequently to the 
General Council. 

There was considerable discussion on this sub- 
ject, and in order to have a basis for future delibera- 
tion, the Committee makes the following recommenda- 
tions for presentation to the Executive Committee and 
to the General Council: 

1. Open-circuit TV programs depicting an 

operating room scene should be controlled. 
This would prevent criticism from the gen- 


eral public and also from within the profes- 


sion. The Committee felt that if control 
were not exercised, we might find ourselves 
shifting from the educational field into the 
realm of cheap dramatics. 

2. The operative technique should not be the 
feature of the presentation, but such views 
of the operative field as are necessary should 
be incidental to the main theme; the balance 
of the program should feature other phases 
of medical techniques, in keeping with the 
history of the case concerned. This to apply 
to all TV programs that are exposed to the 
general public, either on a local or a national 
network. 

. If The Canadian Medical Association is 
approached by non-medical groups to spon- 
sor the televising of such programs, the 
Public Relations Committee would appreci- 
ate the opportunity of consulting with the 
Central Program Committee. This only 
applies where a program is going to be 
exposed for public education, as we feel that 
the Committee should be cognizant of all ef 
the efforts of The Canadian Medical Associ- 
ation where the general public is involved. 

. All Divisions*should be asked if they would 
consider the adoption of similar standards of 
procedure for open-circuit live TV programs 
showing operations at their respective annual 
meetings. 

Adopted 


C.M.A. Annual Meeting 


108. Again last year, the C.M.A. Annual Meeting 
was the largest single assignment in our PR pro- 
gram. The news coverage exceeded our expectations. 
As an example, “News Magazine”, a C.B.C. program, 
carried a nation-wide broadcast, and this was supple- 
mented by special radio and press interviews. Overall 
press coverage amounted to 3,317 column inches. Some 
81 daily and weekly newspapers in Canada carried 
news items on our Annual Meeting. 


Adopted 


News Media Relations 


109. We are pleased to report the steady strengthen- 
ing of our relations with news media outlets through- 
out the country. During the early part of this year, 
our Public Relations Department co-operated with the 
National Film Board in their Frontier, C.B.C.-TV series 
featuring medicine, on two subjects, namely Retarded 
Children and Cancer. 
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Our press releases on feature articles which 
appeared in the C.M.A. Journal have received good 
coverage. , 

In January of this year, the C.M.A. Public Rela- 
tions Department assisted in publicizing the official 
inauguration of the Canadian Council on Hospital 
Accreditation. 

Adopted 


New Booklet 


110. In recognition of the need to keep the profession 
informed relative to the policies and opinions of organ- 
ized medicine, each doctor member was sent a copy of 
the informative booklet “What Is Going On In the 
C.M.A.?” This booklet was also printed in French for 
distribution to French-speaking members in all areas. 

Adopted 


Annual and Special Meetings 


111. Publicity is being prepared for the installa- 
tion of H.R.H. The Duke of Edinburgh, in Toronto 
on June 30. In addition, arrangements are being 
completed for public relations activities in Edin- 
burgh in July at the combined B.M.A. and C.M.A. 
Annual Meeting; and in Montreal, in September, at the 
World Medical Association Meeting. 

Adopted 


Medical Recruitment Program 


112. The subject of medical recruitment has been 
thoroughly discussed by the Nucleus of the Committee 
on Public Relations, and a program outline for both 
national and provincial use was reviewed at our last 
meeting. At the present time we are in contact with 
the C.M.A.’s Committee on Medical Education and 
The Association of Canadian Medical Colleges. 


(A) ILLUsTRATED BROCHURE CONTENTS 


The following is a list of items which tentative- 
ly might be included in a brochure on the subject 
of “Medicine .. . as a Career.” This literature would 
be made available in French and English for distribu- 
tion to vocational guidance teachers of all Canadian 
secondary schools: 


1. Introductory outline of medicine as a career. 
2. Brief list of medical achievements by Can- 
adian doctors. 
3. List of all medical specialties (with explana- 
tion). 
. List of academic requirements of all Cana- 
dian medical schools (brief). 
. Premedical years: 
(a) subjects of instruction. 
(b) subjects of annual examinations. 
(c) conditions for academic standing. 
6. Fees. 
7. Available bursaries. 
8. Itemized list of student’s expenses. 
9. Postgraduate study. 
(B) Sample questionnaire distributed to Voca- 


tional Guidance Directors—Appendix III. 
Adopted 


Doctors’ Plaques 

113. It was the general feeling that the doctors’ 

plaques about fees had not produced the desired results, 

and this PR aid should not be re-ordered after our 

supply is depleted. 
Adopted 
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Postgraduate Award Manuals 


114. It was strongly recommended by the Committee 
that the C.M.A. postgraduate awards manual be kept up 
to date, revision to commence August, 1959. It was 
also recommended that when copies are sent to hos- 
pital superintendents, a letter be prepared for each 
intern advising him of the availability of the book. 
Adopted 


Proposal of College of General Practice to Explain 
Doctors’ Fees 


115. The College of General Practice of Canada, in 
its endeavour to provide its members with the best pos- 
sible conditions of employment, had, in a recent report, 
expressed the opinion that the matter of doctors’ in- 
comes presents a real and continuing problem which 
cannot be much longer ignored. The problem had been 
submitted to this Committee with the intimation that 
action be taken at the C.M.A. level. Action has been 
deferred pending further consideration. It was felt that 
this was a Divisional PR matter. 


Moved by Dr. R. S. Duggan, 
seconded by Dr. M. S. Douglas, 


that this section be referred to the Divisions 
for their consideration. 
Carried 
Moved by Dr. E. F. Crutchlow, 
seconded by Dr. M. A. R. Young, 
That Section 115 (as amended) be adopted. 
Carried 


National Endorsation of Medical Films 
116. On the question raised by the General Secre- 
tary, Dr. A. D. Kelly, in a letter regarding the selection 
of medical films justifying a national endorsation on 
the part of the C.M.A. it was agreed to delegate full 
authority to Dr. Kelly and Mr. Cross. Three cases have 
been under consideration: (1) a film on maternal wel- 
fare; (2) a film by Mead Johnson and Co. entitled 
“Baby Time”; and (3) a film on medical hypnosis. 
Adopted 


Chairman’s Remarks—General 


117. As I noted earlier in this report, I have gone 
over al] the Public Relations Committee reports since 
the inception of this Committee and throughout all 
these reports, three factors stand out. 


Adopted 


118. First, the need for every member of this Associa- 
tion to practise good public relations. Without 
that background, the activities of your Commit- 
tee are meaningless and your money is wasted. 


The activities of your Committee can enhance, 
can carry far, good public relations in the medical pro- 
fession, and can develop mutual understanding, good- 
will, and respect between the doctors and their publics, 
but it is mandatory that we have that sound individual 
base. This is not easy. I believe our situation has been 
ably described as follows, and I quote: 

“Medical practice is undergoing a metamorpho- 
sis, almost overwhelmed by the scientific advances that 
it has had to absorb, hardpressed by its economic 
problems, encumbered by its heavy weight of tradition- 
alism, hampered by the very humanness of its follow- 


2? 


ers. 
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But medicine in its long history has survived 
many crises and we shall survive this and maintain 
our reputation of unselfish service to humanity, our 
traditions and our ethics. 

Adopted 


119. Second, the one level on which the Nucleus 
of the Public Relations Committee is somewhat 
disappointed is the integration and co-ordination 
of activities of Divisions, public relations-wise, 
with the activities of the Nucleus Committee. 


At the start of this year, we felt that it would 
be of advantage to circulate the agenda of the Nucleus 
Committee, and its minutes, in order that every Divi- 
sion might be informed of what the Nucleus Committee 
is doing. We asked for suggestions, we asked for com- 
ments; none were forthcoming. We asked for comments 
and suggestions for inclusion in this Annual Report, 
but none were forthcoming. On only one level did we 
receive a response from six out of ten Divisions; and 
that was with reference to the public relations display 
at the Divisional annual meetings, and three requests 
for speakers on public relations topics. We feel that 
the Nucleus Committee must make greater efforts to 
acquaint itself with the activities of the Divisions in 
order to have a firm basis for its own overall pro- 
gram. The Public Relations Workshop will be held 
in September of this year, and in addition to this, it 
will be recommended that another meeting of Divi- 
sional representatives with the Nucleus Committee be 
held, prior to the Annual Meeting. It is recommended 
that the Public Relations Secretary of The Canadian 
Medical Association shall visit each Divisional group at 
least once during the year, in addition to the Public 
Relations Workshop get-together. We feel that only in 
this way can a constant liaison be maintained which is 
vital to the activities of this Committee. 


Adopted 


120. Third, the question of budgetary demands natur- 
ally intrudes itself when the question of increased 
activities is concerned. May I remind you that it was in 
1953 that it was recommended that the budget of the 
Committee on Public Relations be $25,000 a year. 
This was not attained until 1957, and through 1957, 
58, and 59 it has remained the same. Increased activ- 
ities require increase in personne] and increase in 
budget. 

Adopted 


121. Recommendations of the Committee 


1. THAT basic activities of the Public Relations 
Committee as outlined in Appendix II be con- 
tinued. 

2. THAT the Committee’s recommendation with re- 
gard to the approach to the Federal Government 
be endorsed, and that the program be maintained 
on all levels. 

3. THAT preparation and production of TV filmettes 
be continued with the basic principles of public 
education, as outlined in the report of this Com- 
mittee. 

4. THAT a Public Relations Workshop be held in 
September 1959. 

5. THAT a meeting of the whole Committee be held 
in March 1960, for a review of the year’s activities 
and the preparation of a program for the next 
vear. 
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6. THAT Council endorse the general principles 
regarding surgical operations on open circuit TV 
programs, as outlined by this Committee. 

THAT Council endorse the Committee’s program 
on medical recruitment. 

THAT Council endorse this Committee’s decision 
about the doctors’ fee plaque. 

THAT Council authorize the Executive Committee 
to increase the budget of the Public Relations Com- 
mittee to $35,000 to permit increased expenditures 
for PR projects and staff addition if indicated. 


Moved by Dr. J. C. Allison, 
seconded by Dr. R. S. Duggan, 


that Section 121 be referred to the Finance 
Committee and that specific financial recommen- 


| 


- F 


dations be omitted from Section 121, subsection ~ 


9. 
Carried 
Moved by Dr. E. F. Crutchlow, 
seconded by Dr. A. F. VanWart, 


that Section 121 (as amended) be adopted. 


Carried 
Moved by Dr. J. B. Lunam, 
seconded by Dr. E. C. McCoy, 
whereas the C.M.A. is assuming increasing 


responsibilities and importance in national 
affairs, and there undoubtedly will be new 
approaches by federal government in the affairs 
of medicine; and, 

whereas one of the primary functions of the 
C.M.A. is to communicate the collective opinion 
and advice of Canadian doctors to federal 
government; and, 

whereas it is essential that the membership of 
the C.M.A. be informed and of common opinion 
regarding policies and principles in this regard; 
and 

whereas the general public should be informed 
of our policies and principles with special 
reference to our attitude to government and 
the problems of medical care; and 

whereas with few exceptions, doctors are not 
familiar with the facilities of communication 
with government or public; 

therefore, be it resolved that the C.M.A. con- 
sider a reorientation of the public relations pro- 
gram, and specifically consider the employment 
of the services of public relations counsel in an 
advisory capacity in addition to the present 
secretariat. 


Dr. McCoy informed the General Council that 
the resolution suggests that a public relations counsel 
be engaged in addition to the public relations personnel 
presently employed. Dr. McCoy stated that such counsel 
had been engaged by the British Columbia Division and 
that the profession have found these services to be of 
inestimable value, particularly in helping to bring about 
a closer liaison between the profession and government. 

Speaking in opposition to this view, several 
members stated that in their opinion the approach to 
government should not be through public relations 
committees, or public relations counsel. They expressed 
the view that if the profession hired a lay person to 
approach government on their behalf, the profession’s 
relations with. government would be affected in a 
deleterious way.. 






Moved by Dr. T. Primrose, 
seconded by Dr. N. N. Levinne, 


that this resolution be remitted to the Executive 
Committee, along with section 99, for their con- 
sideration. 

Carried 


In conclusion the Committee wishes to express its 
deep appreciation to its Secretary, Mr. Kenneth C. 
Cross, for his constant advice and ‘help and willingness, 
and to Dr. A. D. Kelly, General Secretary, and to the 
members of the Executive Committee. 
Adopted 
All of which is respectfully submitted. 


EVERETT F. CRUTCHLOW, 
Chairman. 


Personnel of the Committee: 
Nucleus: 


Dr. E. F. Crutchlow, Montreal (Chairman) 


Advisory: 
Dr. L. Stevenson, Montreal 
Dr. W. Storrar, Montreal 
Dr. G. Turner, Montreal 
Dr. R. Dufresne, Montreal 


Members: 
Dr. J. Hay, Lachine 
Dr. G. W. Halpenny, Montreal 
Dr. C. Bertrand, Montreal 
Dr. D. Kinnear, Montreal 
Mr: K. C. Cross, Toronto 
Mr. J. M. Denault, Montreal (ex officio) 


Divisional Representatives: 


Dr. J. B. Lunam, Courtenay 

Dr. E. Poulsen, Lethbridge 

Dr. J. A. Forrester, Saskatoon 
Dr. R. H. McFarlane, Winnipeg 
Dr. P. A. Sarjeant, Toronto 

Dr. B. L. Jewett, Fredericton 
Dr. F. A. G. Dunsworth, Halifax 
Dr. Leo Killorn, Charlottetown 
Dr. R. J. Simms, St. John’s 


Moved by Dr. E. F. Crutchlow, 
seconded by Dr. G. Sawyer, 
that the Report of the Committee on Public 
Relations (as amended) be adopted. 
Carried 


REPRINT OF: 
C.M.A. INFORMATION BULLETIN 
(March, 1959) 


Appendix I 


This is the first of a series of informative bulletins to 
be issued periodically by The Canadian Medical Asso- 
ciation. 


The purpose of the bulletin is to impart current infor- 
mation on the opinions and policies of organized 
medicine in Canada, whose objectives include: 


© Promotion of health and prevention of disease 
© Improvement of medical services 


@ Maintenance of the integrity and honour of the 
medical profession. 





SUBJECT: 





—- M.A. J. 
, 1959, vol. 81 


What is the Attitude of the Medical Profession 
to Hospital Insurance? 


Previous Health Statements 


Since the early 1930’s (1934) The Can- 
adian Medical Association has indicated approv- 
al of the principle of health insurance, and has 
published three official statements on this sub- 
ject. These statements were made public in 
1945, 1949, and in 1955, and outlined the 
policy of The Assoeiation. They have been 
brought up to date in each instance. 


C.M.A. endorses cost participation by individuals 


The 1949 statement pointed out that the 
first and most urgent need of the public for 
universal health services was in the field of hos- 
pital insurance. It emphasized the principle 
of individual participation in the cost of health 
services and stated that each individual should 
make a personal contribution to the cost of such 
services. 

At least the individual should pay for the 
basic part of the cost, and the government 
subsidize in whole, or part, for those unable 
to pay the insurance premium. 

This will give the participant a_ personal 
sense of obligation to the plan, which will act 
as a deterrent in controlling abuses. The prin- 
ciple of self-help is an important one and is to 
be encouraged in preference to creating an 
attitude of dependency on governments. 


Medical profession offers assistance in implementation 
of health services program 


In 1956, when the Federal Government 
announced its pending legislation to provide 
hospital and diagnostic services for the people 
of Canada, the C.M.A. and its provincial Divi- 
sions offered its services to Federal and Pro- 
vincial Governments in the planning and imple- 
mentation of a high quality hospital program. 
The profession has felt that as the prime pur- 
veyors of medical care in hospitals, doctors 
could contribute constructive thoughts in the 
planning and implementation of a hospital and 
diagnostic services program. 

This offer of assistance on the part of 
the medical profession was accepted in most 
provinces, and the C.M.A.’s Advisory Com- 
mittee to the Federal Government had the 
opportunity of waiting upon the Minister of 
National Health and Welfare on more than 
one occasion. 

While the medical profession has _ gener- 
ally favoured hospital insurance, there are cer- 
tain aspects that the profession believes are 
important in the provision of a government 
sponsored program. They are as follows: 


Government and public awareness of increased health 
services cost is emphasized. 


1. Federal and Provincial Governments should 

be aware that hospital costs -will increase, 
and that such a program will become 
more expensive as time goes on. This has 
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been the experience in some provinces in 

Canada, England and other countries. 

2. The general public should be advised that 
the program is not free, and will have to 
be paid for through public funds or as-a 
direct tax. 


Professional Services 


3. The medical profession emphasized the point 
that diagnostic procedures (laboratory, x-ray 
and other services) included in the Hospital 
Insurance and Diagnostic Services Act are 
medical services and not hospital services. 


“Fee for Services’ principle outlined 


4. In order to insure high quality medical care 
for the people of Canada, the fee-for-service 
principle should apply for the remuneration 
of doctors for personal health services. Doc- 
tors should be paid for the diagnostic services 
they perform in accordance with the volume 
and quality of work that they do. 


Professional and technical personnel shortage 


5. Cognizance should be taken of the relative 
shortage of professional and technical per- 
sonnel in departments of pathology and 
radiology across Canada who, in the main, 
are working at capacity. Existing personnel 
and facilities may not be able to cope with 
the increased volume that will occur urder 
a universal hospital program, and finances 
for the necessary expansion of personne] and 
facilities should be provided. 

6. Where out-patient diagnostic’ services are 
provided under the Hospital Insurance and 
Diagnostic Services Act, private radiologists 
and pathologists should be eligible to pro- 
vide such services and these should be paid 
for on a fee-for-service basis. 


Expansion of medical education and research facilities 
in hospitals are recommended 


7. Provision must be made for the continuation 
and expansion of medical education, and 
medical research in hospitals. The special 
needs of the teaching hospitals in under- 
graduate and postgraduate education must 
be recognized and an adequate allocation 
of teaching beds assured. 

8. Hospital budgets should not be so rigid that 
they restrict the expansion and implementa- 
tion of new methods of diagnosis and treat- 
ment that will be developed from time to 
time. 

9. Doctors should be allowed to continue their 
traditional freedom in the treatment of their 
patients, in the prescribing of necessary 
drugs, in the ordering of diagnostic pro- 
cedures, and in the application of improved 
treatment techniques and methods. 


Responsibility for the optimum use of available facilities 


10. The medical profession in Canada solicits 
the understanding of insured persons and 
hospital administrators to minimize demand 
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for and to exclude the non-essential use of 
hospital facilities. The medical profession 
recognizes its responsibilities for the admis- 
sion and discharge of patients, and will 
continue to use its best efforts to see that 
hospital beds will be used for patients with 
genuine medical need. 


Medical representation on provincial health insurance 
programs 


11. Organized medicine should have adequate 
representation in the administration of pro- 
vincial programs on the administration 
body itself. This will provide a necessary 
‘and important link between the administra- 
tion and the profession and will be required 
in the implementation of new administrative 
procedures, and the control of services and 
the mediation of accounts or disputes. 


Appendix II 


CONTINUING C.M.A. PUBLIC 
RELATIONS ASSIGNMENTS 


The following is a list of what could be termed “bread 
and butter” assignments. They include activities that 


play a great part in the strengthening of the relation- 


ship between the C.M.A. and all its key publics. 


1. News Releases 


News releases are prepared on current C.M.A.]J. 
articles and other items of interest. 


2. News Media Relations 


More and more, the news media are accepting The 
Association as a repository of authoritative informa- 
tion, and a valuable source of guidance, particu- 
larly in obtaining spokesmen. Service to the repre- 
sentatives of the media is expanding weekly. 
Periodic visits are made to news editors and science 
reporters of many metropolitan newspapers. Per- 
sonal contact is also made with the Canadian Press 
and the Canadian Broadcasting Corporation. 


3. Public Relations Committee Meetings 


Preparing material, agenda, and minutes for Public 
Relations Committee meetings. 


4. Annual Meeting Publicity 
Arranging publicity for national and Divisional 
annual meetings. 
The C.M.A. annual meeting, from a publicity stand- 
point, represents one of our largest single assign- 
ments. 


5. Special PR Counsel 


Providing special PR counsel for the Canadian 
Council on Hospital Accreditation, and Trans- 
Canada Medical Plans. 


6. C.M.A. Literature 5 


Keeping C.M.A. literature and PR aids up to date. 
This includes the preparation of special displays, 
booklets, etc. 
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7. C.M.A. Press Clippings 


Reviewing and recording press clippings concern- 
ing the C.M.A. and the profession. 


8. PR Correspondence 


Public Relations correspondence from Divisions, 
members of the profession, and news media out- 
lets has increased during the past year. 


9. Presidential Tour 
Arranging publicity for Presidential Tour. 


Appendix III 


The following questionnaire has been sent to all pro- 


vincial guidance directors of Canadian secondary 


schools, soliciting information on the distribution of 
the proposed C.M.A. brochure on: 


“CAREERS IN MEDICINE” 


1. How many Secondary Schools in 
your province would be interested in 
receiving literature on ‘‘Careers in 


Medicine’ — for distribution to 
students in Grades XI, XII, and 
I a Sr eas Vee nae 0 © se Se Re Oa ee tad tes dk Nees 8 


2. Approximately how many brochures 
would be required for distribution in 
your province? 

3. What method of distribution would you recommend? 

() Through your own Provincial Department of 
Education? 


or 


() Direct to the vocational guidance teacher by 
the C.M.A. (from a list supplied by the Provin- 
cial Department of Education)? 

4. If distribution is made early this fall—would this be 
acceptable? 


YES 02 NO) 
5. To whom should further correspondence on this subject 
be directed? 


(Please indicate below) 


We would welcome any suggestions that you might have 
concerning the type of literature that you feel would be most 
acceptable to the student. 


REPORT OF THE COMMITTEE ON 
OCCUPATIONAL MEDICINE 


Mr. Chairman and Members of the General Council: 


122. During the past year, the Committee on Occu- 
pational Medicine has confined its activities mainly to 
that of formulating a brochure on “Guiding Principles 
for the Practice of Occupational Health”. The numer- 
ous areas required to be covered and the necessary 
compilation of information has taken a good deal of 
time. 

A very able sub-committee with Dr. R. G. Bir- 
rell as Chairman and Dr. D. K. Grant assisting him, 
has brought together the necessary information from 
which to obtain material for the finished booklet. Fol- 
lowing receipt of the various informational material, 
the undersigned drew up a rough draft, after which 
study was given to this by various members of the 
Committee, and necessary changes indicated. At the 
present time, it is hoped that the material will now be 
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brought together in final form and in the very near 
future be available for publication and distribution. 
Adopted 


123. The Committee also, following a request from 
Dr. Vaughan Jones, Chairman of the Occupational 
Health Committee, World Medical Association, rela- 
tive to the provision of occupational health services, 
has formulated the following resolution, for action by 
Council. Be it resolved that: 
“The provision of health services in industry 
should be a matter for determination by the 
employers concerned, and should not be brought 
about by third party intervention.” 
The above, it is considered, should be the policy of 
The Canadian Medical Association. 


The Committee has been active, during the 
year, with particular regard to their important project. 
Several meetings of the Committee have been held, 
and the undersigned can assure Council that a good 
deal of interest is shown by all members of this Com- 
mittee. 


There appears to be a sound foundation laid at 
the present time for the continued functioning of this 
Committee, and I am sure that whoever guides its 
deliberation for the future will meet with the same 
splendid co-operation as has the undersigned. 


Moved by Dr. R. M. Hines, 
seconded by Dr. H. V. Morgan, 


that Section 123 be referred to the Executive 
Committee for reassessment. 


Carried 
All of which is respectfully submitted. 
R. G. WARMINTON, 
Chairman. 
Personnel of the Committee: 
Nucleus: 


Dr. R. G. Warminton, Niagara Falls (Chairman) 
Dr. K. Bell, Thorold 

Dr. R. G. Birrell, Toronto 

Dr. F. Brent, Montreal 

Dr. H. Gagnon, St. Hyacinthe 

Dr. D. K. Grant, Toronto 

Dr. C. D. Shortt, Montreal 

Dr. A. F. W. Peart, Toronto (Secretary) 


Divisional Representatives: 


Dr. A. J. Nelson, Vancouver 

Dr. T. R. Hamilton, Calgary 
Dr. W. S. Allan, Regina 

Dr. K. I. Johnson, Pine Falls 
Dr. D. K. Grant, Toronto 

Dr. H. Gagnon, St. Hyacinthe 
Dr. C. H. Johnson, Edmundston 
Dr. F. D. Kemper, Halifax 

Dr. L. E. Lawton, St. John’s 


The Committee presented as .a supplementary 
report an outline containing the “Guiding Principles for 
the Practice of Occupational Medicine”. The General 
Council agreed that the Executive Committee should 
act for the General Council in completing this outline 
in conjunction with the Committee on Occupational 
Medicine. 
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Moved by Dr. R. G. Warminton, 
seconded by Dr. L. Whitaker, 
that the Report of the Committee on Occupa- 
tional Medicine (as amended) be adopted. _ 
Carried 


REPORT OF THE COMMITTEE 
ON PHARMACY 


Mr. Chairman and Members of the General Council: 


124. In the past two years, this Association has 
recommended that ataractics, sedatives and hypnotics 
be placed on the prescription list by the Food and 
Drugs Division of the Department of National Health 
and Welfare, as the one agency which has jurisdiction 
over drug sales across the nation. To date, these recom- 
mendations have not been acted upon for a variety of 
reasons, among others, a query as to the degree of co- 
operation which could be expected from the medical 
profession in enforcing such regulation. However, in 
recent months the number of new drugs being pro- 
duced has created a situation of some urgency, and 
the Department has become convinced of the unanim- 
ity of opinion in the profession. A new Drug Advisory 
Committee has been appointed, with representatives 
from the medical profession, the academic and practis- 
ing pharmacists, and the pharmaceutical industry. At 
the same time a small subcommittee, consisting of the 
Chairman of the Committee on Pharmacy of the 
C.M.A., a representative of the Canadian Pharmaceut- 
ical Manufacturers Association and the permanent 
officials ofthe Food and Drug Division has been set 
up to advise on all matters respecting prescription 
drugs. At the time of writing two meetings of this sub- 
committee have been held, and recommendations made 
which have not yet been implemented, but which can 
be said to be in line with the opinion expressed previ- 
ously. At the same time a mechanism has been estab- 
lished whereby new drugs can be placed on prescrip- 
tion immediately if they fall within the following cate- 
gories: 

(a) The drug is a new one on which animal or 
clinical experiments have shown indications 
of injurious action. 

(b) The drug is such that many people are 
tempted to use it without medical advice. 

(c) The drug is designed exclusively for the 
treatment of a serious disease for which 
self-medication is not advisable. 

(d) Injury from use of the drug is insidious and 
not easily recognized until far advanced. 

(e) The drug is habit-forming. 

(f) The drug is known to be abused for illegal 
or immoral purposes or such abuse can be 
anticipated. 

Those factors which influence a decision not to 

restrict the sale of the drug are— 

(a) The drug is, in fact, rarely used without 
medical supervision. 

(b) The drug has been in use a long time and 
injurious effects have been rare. 

(c) The possible injury from use of the drug 
is obvious to the user at the onset and is 
readily corrected by stopping the intake of 
the drug. 

(d) The condition under treatment is rarely seri- 

ous or fatal. 
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It was pointed out that the pharmacist carried the 
main burden of enforcement of such regulations, but 
that he requires the fullest backing and co-operation 
from the physician if anything is to be accomplished. 
This extends not only to matters having to do with 
the provision of prescriptions and repeat orders, but 
also includes care in the use of drugs which have a 
potential for social abuses. 

Adopted 


125. The fullest publicity will be given to the new 
prescription list by the Department when it has been 
approved, and I am assured of the assistance of the 
Editor of The Canadian Medical Association Journal 
in this matter also. 

Adopted 
126. The recommendation that sales of oil of apiol 
be banned in Canada has not yet been implemented 
because of legal difficulties. Attempts are being made 
to have it taken off the market voluntarily by the two 
companies who sell it. Your Committee is informed that 
patients are still being encountered who have been 
poisoned by it, and recommends that the effort to stop 
its sale continue. 

Adopted 

All of which is respectfully submitted. 


K. J. R. WIGHTMAN, 
Chairman. 
Personnel of the Committee: 
Nucleus: 


Dr. D. J. MacKenzie, Toronto 
Dr. E. A. Sellers, Toronto 

Dr. W. S. Metzler, Toronto 
Dr. E. B. Charles, Toronto 


Divisional Representatives: 


Dr. C. C. Covernton, Vancouver 
Dr. D. L. McNeil, Calgary 

Dr. H. Sugarman, Saskatoon 

Dr. M. J. Omerod, Winnipeg 
Dr. F. S. Brien, London 

Dr. R. Dufresne, «Montreal 

Dr. H. O. Tonning, Saint John 
Dr. S. MacDonald, Eldon 

Dr. A. McDermott, St. John’s 


Moved by Dr. K. J. R. Wightman, 
seconded by Dr. W. W. Wicgle, 
that the Report of the Committee on Pharmacy 
be adopted. 
Carried 


REPORT OF THE COMMITTEE ON 
APPROVAL OF TRAINING SCHOOLS 
FOR RADIOLOGICAL TECHNICIANS 


Mr. Chairman and Members of the General Council: 


127. First I wish to express my appreciation of the 
honour of having been invited to act as Chairman of 
the C.M.A. Committee on Approval of Schools for 
Radiological Technicians. I fully realize that this is 
going to entail a vast amount of work and I am very 
glad that the C.M.A. has seen fit to undertake to 
approve schools for radiological technicians (re: Dr. 
Kelly’s letter to Dr. A. R. McGee, past-president, 
C.A.R., dated February 27, 1959). It was realized that 
this program was too extensive for the Canadian 
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Association of Radiologists and Canadian Society of 
Radiological Technicians to handle. 


A brief historical résumé of the work already 
done may be of interest in this my first report to the 
C.M.A. 

Adopted 


128. Plans for the establishment of accredited train- 
ing schools in Canada were started in 1954 at a meet- 
ing of the C.S.R.T. in Saint John by the formation 
of the Joint Council on Technical Training (C.A.R.- 
C.S.R.T.) of which I have had the honour of acting 
as Chairman since 1954. 


At the meeting of the C.S.R.T. in Saint John 
in 1954, the following motion was passed: 


“It was decided that the two Technical Train- 
ing Committees, C.A.R. and C.S.R.T., should 
function as a unit and attempt to set up a 
formula for approving training schools in Can- 
ada. It was felt that the two committees would 
have to meet together at least once. [!!] It was 
agreed that Dr. E. A. Petrie be the Co-ordinator 
of these Committees.” 


Following this the matter was discussed further 
by both the C.S.R.T. and C.A.R. and at the midwinter 
meeting of the C.A.R. in Quebec in January 1956 a 
motion was passed recommending: 


“That the Committee on Radiological Techni- 
cians together with the C.A.R. representative to 
the C.S.R.T., Dr. J. G. Stapleton, pursue the 
possibility of the establishment of training cen- 
tres for radiological technicians in the immed- 
iate future and wherever possible”. (Letter from 


Dr. Gill, June, 1956) 


Further action took place following this and 
the amalgamated C.S.R.T. and C.A.R. Committees on 
Technicians became known as the Joint Council on 
Technical Training. Numerous committee meetings have 
been held at midwinter meetings of the C.A.R. and 
summer meetings of the C.S.R.T. 

Adopted 


129. A. Teacher’s Curriculum had been established 
as early as 1952 but it was soon realized (1954, 1956) 
that this was not enough and that further work had 
to be done by the Joint Council on Technical Training 
along two main lines: 


1. Establishing better and more uniform techni- 
cal training (we have syllabi in both Diag- 
nostic and Therapeutic Technique.) 

2. Establishing Approved Training Schools 
where the required training could be given. 

Adopted 


130. We now have laid down Minimal Requirements 
for Approval of Training Schools for Radiological Tech- 
nicians including Rules and Regulations for Examina- 
tion of Candidates for Membership in the C.S.R.T. A 
copy of this is added to my report as an appendix. It 
is recommended for adoption as the C.M.A. basis of 
approval. 

Adopted 


131. Revised application forms for the use of the 
hospitals and radiologists for approval of schools are 
in the process of preparation, also form letters to be 
used for approval or non-approval. 

Adopted 
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132. During the past year all approved hospitals were 
circularized and invited to submit application for 
approval of their x-ray training school. A large number 
replied and their applications were carefully considered 
by the Joint Council on Technical Training at the Sask- 
atoon meeting of the C.A.R. (January 10-15, 1959). 
Interim approval is in the process of being granted 
pending formal approval by the C.M.A. Committee 
after an adequate inspection has been instigated. 

Your Committee looks forward to working under 
the auspices of The Canadian Medical Association and 
solicits the support of all members in the task of 
establishing suitable standards of training in the impor- 
tant field of radiological technology. 

Adopted 

All of which is respectfully submitted. 

E. A. PETRIE, 
Chairman. 
Personnel of the Committee: 


Dr. E. A. Petrie, Saint John (Chairman) 
Dr. Jean Bouchard, Montreal 

Dr. Guillaume Gill, Montreal 

Dr. J. G. Stapleton, Hamilton 

Dr. E. W. Spencer, Saskatoon 

Dr. J. D. Stevenson, Vancouver 


Moved by Dr. E. A. Petrie, 

seconded by Dr. T. Primrose, 
that the Report of the Committee on Approval 
of Training Schools for Radiological Technicians 
be adopted. 

Carried 

It was agreed that, in adopting this report and 
appendix, authority was granted for such 


editorial changes as may be necessary to make 
the latter a C.M.A. document. 


APPENDIX 


MINIMAL REQUIREMENTS 
for 
APPROVED TRAINING SCHOOLS FOR 
RADIOLOGICAL TECHNICIANS 
including 
RULES AND REGULATIONS FOR 
EXAMINATION CANDIDATES 


ISSUED JANUARY 1959 

by 

THE JOINT COUNCIL ON TECHNICAL 

TRAINING 

of the 

CANADIAN SOCIETY OF RADIOLOGICAL 

TECHNICIANS 
and 
CANADIAN ASSOCIATION OF RADIOLOGISTS 


INTRODUCTION 


The Minimal Requirements make clear that Basic 
Essentials are mandatory, and in assessing any school 
for the purposes of approval the training program 
is divided into three parts—Physical Facilities, Practi- 
cal Training, Theoretical Training—in each of which 
a minimum grading is necessary for approval to be 
granted. 
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SUMMARY OF THE Basic ESSENTIALS 
DIAGNOsTIC RADIOGRAPHY 


1. Qualified Radiologist in good standing 
C.M.A./C.A.R. in attendance 50% of the work 
week, Certificate in Diagnosis R.C.P.S. or 
equivalent. 

2. Qualified Technician, Senior Technician i/c 
training, registered and in good standing 
with the C.S.R.T. 

Adequate facilities for 

3. Radiography. 

4. Fluoroscopy. 

5. Student/R.T. ratio: not more than 2 students 
to 1 registered technician. 

6. 5000 examinations/year if unaffiliated. 

Below 5000, if affiliated with large approved 
centre. 


RADIATION THERAPY 


1. Qualified Radiotherapist in good standing 
C.M.A./C.A.R. in attendance full time. Cer- 
tificate in Radiation Therapy R.C.P.S. or 
equivalent. 


2. Qualified Technician, Senior Technician i/c 
training, registered and in good standing with 
the C.S.R.T. 

3. Student/R.T. ratio: not more than 1 student 
to 1 registered technician. 

4. Radiation Sources available: Minimum Energy 
level 0.2 Mev. 

5. Minimum number of new cases/year: 200. 
(Radiation physicist highly desirable) 


“<< »> 
RADIOLOGICAL SUPERVISION 


One interpretation of “50% Radiological Super- 
vision” which may be applied to the smaller hospitals 
participating in a group training scheme:— 


Ist YEAR spent under direct supervision of a 
qualified radiologist in an approved centre. 

2nd YEAR spent in the smaller hospital super- 
vised by a visiting radiologist and/or reg- 
istered technician. 

FINAL PERIOD of not less than THREE 
months back in the large centre prior to 
the final examinations. 


APPROVAL OF SCHOOLS 


FAILURE TO OBTAIN APPROVAL NOW DOES 
NOT MEAN THAT STUDENTS CANNOT BE 
TRAINED IN COMPLIANCE WITH THE PRESENT 
REGULATIONS OF THE COMMITTEE ON QUAL- 
IFICATIONS OF THE C.S.R.T., BUT IT SHOULD 
BE BORNE IN MIND THAT, AT A FUTURE DATE 
AFTER DUE NOTICE, THE C.0.Q. RESERVES 
THE RIGHT TO REFUSE FOR EXAMINATION 
ANY STUDENT WHO HAS NOT TRAINED IN AN 
APPROVED SCHOOL. 


RULES AND REGULATIONS FOR EXAMINATIONS— 
NovEMBER 1958 


The Rules and Regulations of the Committee on 
Qualifications of the C.S.R.T. are part of this brochure. 
It should be noted that this is a period of transition 
following the separation of Diagnostic Radiography 
and Radiation Therapy, and that these may be amended 
once the transition period is at an end. Information as 
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to any changes may be obtained from Mrs, E. I. Hood, 
R.N., R.T., Secretary-Treasurer, C.S.R.T., 2175 West 
16th Avenue, Vancouver, B.C. 


Minimal Requirements for Approved Schools for 
Radiological Technicians 
Joint Council on Technical Training 
C.A.R. and C.S.R.T. 
Foreword 


This brochure has been prepared by the Joint 
Council on Technica] Training composed of the mem- 
bers of the Committee on Technical Training of the 
Canadian Society of Radiological Technicians and the 
members of the Committee on Technicians of the Can- 
adian Association of Radiologists. 

The object of the brochure is to lay down basic 
requirements for Technical Training Schools in Radio- 
graphic and Therapeutic Technique or both. Basic 
minimal standards are essential and must apply to 
applicants, teaching personnel, organization and facili- 
ties for teaching. Organizations especially interested, 
either directly or indirectly, are: The Canadian Society 
of Radiological Technicians, The Canadian Association 
of Radiologists, The Canadian Medical Association and 
the Canadian Hospital Association. 

The Canadian Society of Radiological Techni- 
cians is the only examining and certifying’ body for 
radiological technicians in Canada. The C.S.R.T. was 
organized in 1943 and has played a very important 
part in raising the standards for radiological techni- 
cians. Examinations have been held since 1943. In 
1952 a comprehensive instructors’ curriculum was pub- 
lished, largely diagnostic. (This is being revised.) In 
1957 a Syllabus covering Radiation Therapy Technique 
was printed. Further advance is now being made in 
the establishment and accreditation of Training Schools. 

For many years there has been close co- 
operation between the American Society of X-Ray 
Technicians and the Canadian Society of Radiological 
Technicians. 

Reciprocity with the United States, the United 
Kingdom and Australia is in force. At this time grate- 
ful acknowledgment is made to the first two mentioned 
organizations for help and co-operation extended to us. 
Finally, tribute should be paid to the spirit of co- 
operation which exists between the C.S.R.T. and the 
C.A.R. 


. The Definition of a Training School. 


A training school as recognized by the Joint 

Council on Technical Training is a hospital, 

or group of hospitals, or private clinic, having 

adequate staff, accommodation and other facili- 
ties to carry out the theoretical and practical 
training of students in radiographic and/or 
radiotherapeutic technique. It is realized that 
the classification of a training school may have 
to be broken down along the following lines: 

1. Complete training schoo] in one centre (may 
or may not be affiliated with university). 

2. Local group of hospitals where the training 
is on a rotation system. 

3. Group of hospitals with one central and sev- 
eral outlying hospitals. 

4. Group of hospitals where central conderised 
theoretical and practical training is given, 
with the completion of the training period 

in outlying hospitals. 








II. 


III. 
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Method of Application for Approval. 


1. Application for approval of schools for radio- 
logical technicians must be made to the Joint 
Council on Technical Training of the Can- 
adian Society of Radiological Technicians 
and the Canadian Association of Radiologists. 
Approval shall be granted for a period of 
three years provided that the Minimal Re- 
quirements are being maintained. The Joint 
Council reserves the right at any time, after 
due notice, to arrange for inspection of the 
school by the person, or persons, appointed 
by the Joint Council for that purpose. 

2. Application Forms may be obtained from the 
Secretary of the Joint Council on Technical 
Training. (Please see the FOCAL SPOT, 
official publication of the C.S.R.T.) 


3. Application Forms and Questionnaires must 
be submitted for approval to the Joint Coun- 
cil. 

4, The training school will be notified of the 
action taken. 


5. The Joint Council will meet twice yearly, 
namely January and June. 

6. A list of the approved schools will be pub- 
lished once a year in the FOCAL SPOT 
and the JOURNAL OF THE CANADIAN 
ASSOCIATION OF RADIOLOGISTS. This 
information will be supplied to The Canadian 
Medical Association, and the Canadian and 
Provincial Hospital Associations. 


Administration of Training Schools. 


1. Acceptable schools for training technicians 

shall be conducted by a qualified radiologist 
in accredited medical schools, general hos- 
pitals, or departments of radiology affiliated 
with a general hospital, or private clinic 
offering adequate personnel, facilities and 
equipment and with sufficient volume and 
variety of radiological examinations and/or 
treatments. The radiologist performing with 
increasing frequency the newer, more com- 
plex diagnostic and therapeutic procedures 
requires the assistance of properly trained 
technicians. Such training and experience can 
best be gained in the radiology department 
of an active hospital. 
The department must comply with standard 
safety regulations for radiation protection 
(see Handbook No. 60). In view of the 
dangers that may follow the improper use of 
ionizing radiation it is essential that students 
shall have thorough training and understand- 
ing in this respect. 

2. Resources for continued operation of the 
school should be insured through regular 
budget, gifts and endowments. The school 
shall not depend entirely upon funds re- 
ceived as student fees. (Commercial schools 
operated for profit frequently do not main- 

tain proper educational or ethical standards, 

and as such are not acceptable.) The ideal 
teaching-training program for students in 
radiological technology is best established 













Canad. M. A. J. 
Sept. 1, 1959, vol. 81 





IV. 





in the radiological departments -of an accred- 
ited hospital. Here the student can become 
familiar with every facet of the care and 
handling of sick and injured patients. 


Organization of Training Schools. 


1. Affiliation with an accredited college, uni- 


versity, or medical school is desirable but 
not essential, When such an affiliation exists, 
an advisory committee should be established 
including representatives from the school 
and from the department of the college, 
university or medical school which partici- 
pates in the training program. The advan- 
tage of college or university affiliation is 
apparent, for it guarantees the availability 
of a competent teaching staff, adequate case 
materials and the opportunity for audio and 
visual teaching aids which are usually access- 
ible in such institutes. The general educa- 
tional atmosphere is conducive to maintain- 
ing a high standard of professional education. 
The student in radiological technology will 
benefit as well from the opportunity to ob- 
serve classes in dissection and post-mortem 
examinations. 


. Adequate space, light and modern equipment 


should be provided in the department of 
radiology. A library containing up-to-date 
references, texts, and scientific periodicals 
pertaining to radiological technique should 
be maintained and be readily accessible to 
the students. 


. Rest and cloak rooms are essential. 


. A separate class room must be available with 


desks, a projector, a skeleton, loose bones 
and other visual aids. 


. The following records are essential and must 


be kept on file: 
a. Application forms. 


b. Record of educational background, in- 
cluding official transcripts of marks ob- 
tained. 


. Record of attendance. 
. Record of examinations written. 


e. Record of lectures presented with names 
of lecturers. 


f. Technical experience record. 


g. Health record, including reports of dosi- 
meter or film badge monitoring, etc. 


Qa, 0 


. Two or more students should be enrolled in 


each class. Approval is automatically with- 
drawn if a school does not have any students 
for a period of two years unless a satisfac- 
tory reason is provided. 


. Records of training schools must be sub- 


mitted to the Joint Council promptly upon 
request. 


. Periodic re-survey will be carried out by 


the Joint Council or their appointed repre- 
sentatives. Notification to the Joint Council 
shall be required if the radiologist in charge 
of the training program is changed. 
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V. Faculty for Training Schools 


1. 


The faculty is of prime importance in any 
teaching program. The directing radiolo- 
gist must be a graduate of medicine holding 
a specialist’s certificate from the Royal Col- 
lege of Physicians and Surgeons of Canada 
in Diagnostic or Therapeutic Radiology or 
both (depending on the type of training 
given); or one who holds equivalent certifi- 
cation. He shall be responsible for the con- 
duct of training courses. He shall be in regu- 
lar attendance for sufficient time, at least 
50% of the work week, i.e., approximately 
twenty hours per week, to supervise prop- 
erly the work and teaching. 


. The radiologist shall have competent staff 


to assist in training and teaching. The 
senior technician in charge of training must 
be registered as a technician in good stand- 
ing by the C.S.R.T. in diagnostic or the- 
rapeutic technique, depending upon the type 
of training to be given the students. It is 
highly desirable that the senior technician 
in charge of training shall have special 
educational qualifications such as a B.A., 
B.Sc. or B.Sc. in Radiological Technology 
or a Fellowship in the C.S.R.T. Periodic 
refresher courses are to be recommended. 
Furthermore, the senior technician should 
have had special training and have an in- 
terest in teaching and ability to teach. 


. There shall not be more than two students 


in a department for each radiological tech- 
nician. 


VI. Training Program 


i. 





The course shall be not less than twenty- 
four months in diagnostic or therapeutic 
technique and thirty-six months for both. 
The first three to six months should be a 
probationary period, at the end of which 
time examinations shall be held by the school 
concerned in order to eliminate students 
who do not appear suited to the work. 
Adequate vacation periods (four weeks) 
should be allowed during each twelve-month 
period of training. 


. The C.S.R.T. Syllabus in Diagnostic or 


Therapeutic Technique or both shall be 
followed. 


. The instructor should follow a planned out- 


line, which should include lectures and 
informal discussions, demonstrations, super- 
vised practice, text assignments and suitable 
examinations. 


. Assistance in teaching may be obtained from 


an affiliated school of nursing or a univer- 
sity. If possible, some of the teaching of 
physics should be given by a physicist or 
other well trained individual. 


. Lectures shall be given during the duty 


hours insofar as possible. 


. Adequate practical work shall be provided 


such that during the two-year course the 
student shall have carried out either 800 
diagnostic investigations, excluding chest 
surveys, or 400 radiation treatments of 
various types, under supervision. 














VII. 














VIIL. 























































7. It is recommended that during the first year, 
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most, if not all, of the theory should be 
covered and that the second year should be 
largely practical but not entirely so. It is 
deemed essential that sufficient lectures in 
theory should be given throughout the 
course. 


. Examinations are extremely important and 


shall be held periodically throughout the 
course. Only through testing can the student 
and instructor know what progress each is 
making. It is as important for the teacher 
to know how well he is teaching as for the 
learner to know how much he has learned. 
Several types of tests may be used, essay, 


objective, or oral. All these methods have ~* 


value. The essay is relatively simple to pre- 
pare but more difficult to score accurately. 
On the other hand, the objective type of 
examination requires careful preparation but 
is easy to score and there is no question as 
to the accuracy of the answers. 

Effective instruction does not just happen, 
but is the result of careful preparation. The 
success of any educational program rests 
largely with the director of the school and 
the individual teacher. It is necessary that 
each teacher prepare adequately for every 
assignment and present the lesson in an 
accurate, complete and concise manner. 
Repetition is frequently valuable, the impor- 
tant part being presented in several different 
ways until the student fully understands. 
The use of visual or audio-visual aids is 
essential to a teaching program of this 
sort. A skeleton, blackboard, radiographs, 
old x-ray and valve tubes, almost any illus- 
trative material—are often more effective 
than words alone. Slides or motion pictures 
are of course helpful. 


Ethics . 


i. 


Excessive fees- for student tuition, registra- 
tion or accommodation shall be considered 
unethical. 


. Schools conducted for the purpose of sub- 


stituting students for registered technicians 
shall not be considered for approval. 


Admission Requirements for Students 


i. 


. Applicants 


Candidates for admission must satisfy one of 

the following requirements: 

(a) Junior Matriculation or its equivalent. 

(b) Passing of an entrance examination for 
admission to an accredited college or 
university. 

(c) Graduation from a School of Nursing 
recognized by the Canadian Nurses’ 
Association. 

shall be required to submit 

evidence of good health and successful vac- 

cination. All students shall be given a 

medical examination prior to admission by a 

physician designated by the school. The exam- 

ination shall include a roentgen examination 
of the chest and a complete blood count. 

Subsequent examinations should be carried 

out at yearly intervals. 


é 


3. 


August 7, 1958 
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The Training School shall not be respon- 
sible for medical or surgical treatment which 
may be required during the period of train- 
ing. Time lost through illness in excess of 
one week per year will have to be made up 
at the end of the course. 

Selection of suitable candidates is extremely 
important. The interviewer should be alert 
to the personal appearance, attitude, en- 
thusiasm, sympathetic manner and _intelli- 
gence of the applicant. The ability to get 
along with others is vital. Aptitude tests may 
provide a valuable and accurate aid in 
selection of students, e.g. Flanagan Aptitude 
Test. 

Joint Council on Technical Training 


C.A.R.-C.S.R.T 


RULES AND REGULATIONS FOR 
EXAMINATION OF CANDIDATES 
FOR MEMBERSHIP IN THE 
CANADIAN SOCIETY OF RADIO- 


LOGICAL TECHNICIANS 


Prepared by the Committee on Qualifications 


with the 


approval of the Board of Directors, and in- 


corporating the many resolutions concerning examina- 
tions which have from time to time received the 
approval of all concerned. 


Essential Information for Candidates and Local 
Secretaries (READ CAREFULLY) 


A. Qualifications of Candidates 


1. (a) 


Applicants must have Junior Matriculation or 
its equivalent, and must have had two years’ 
training under the supervision of a radio- 
logist certified by the Royal College of 
Physicians and Surgeons, or a radiologist 
who possesses equivalent qualifications. The 
radiologist must be a member of the Can- 
adian Association of Radiologists and The 
Canadian Medical Association. 


(b) For training in Therapy, a certified radio- 


(c) 


(d) 


(e) 


therapist must be in full-time attendance in 
the department. It is considered that ade- 
quate supervision of diagnostic training may 
be given if the radiologist is present in the 
department for not less than fifty per cent 
of the time. 

The student must also be under the super- 
vision ot a qualified R.T., who is in good 
standing with the C.S.R.T. 

A minimum of two years’ training is re- 
quired, but at the discretion of the Commit- 
tee on Qualifications, the applicant may be 
allowed to write the examination sixty days 
before the full period of training has been 
completed, training to be completed follow- 
ing examination. 

A student must join the local provincial 
society as a student technician when starting 
training, in order that the preliminary quali- 
fications may be checked by the local 
secretary to avoid possible difficulties when 
the time comes for examination. 
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(f) Students wishing to be qualified in both 
Radiography and Therapeutic Radiological 
Technique must have a total of three years 
of training. 

(g) A student already qualified in Radiography 

may, if recommended by .the head of his 

department, be accepted for examination in 

Therapeutic Kadiological Technique after 

taking one year of suitable therapy training. 

He will be required to try Part II of the 

Therapy examination. (A similar ruling also 

applies to certified Therapy technicians 

wishing to be certified in Radiography.) 

Candidates who have had incomplete train- 

ing in Radiography, and wish to under- 

take Therapy training, will receive a limited 
credit for previous training and experience, 
not to exceed six months. Each case will be 
considered on its individual merits by the 
Committee on Qualifications. 


2. Non-affiliated radiological technicians em- 
ployed in Canada may be accepted into 
membership in the C.S.R.T. upon meeting 
the following requirements, and after passing 
the examination laid down by the Commit- 
tee on Qualifications, C.S.R.T. 


(h 


— 


Requirements: 


(a) Applicant must procure a voucher from the 
local provincial Department of Education 
stating that he or she has had a formal 
education equivalent to the C.S.R.T. 
academic requirements. 


(b) Notwithstanding the above regulation, in 
case of irreplaceable loss of evidence of 
formal education, the requirement of Sub- 
section (2) (a) may be fulfilled by obtaining 
a written statement from the applicant, 
signed and duly notarized, stating that he 
or she has had a formal education having 
the equivalent of that required by the 
C.S.R.T. regulations. 


The applicant must provide proof of having 
had the equivalent of two years’ practical 
experience under a certified radiologist. 


(d) In addition to the requirement of Sub- 
section (2) (c), the applicant shall have spent 
a period of one year in radiographic work in 
Canada under a certified radiologist. 

The applicant shall have been a student or 
associate member of a provincial member- 
society for not less than one year. It is 
further recommended that non - affiliates 
having less than one year’s training outside 
of Canada be required te take the usual two- 
year course in Canada. Those having more 
than one year of training, but less than two 
years, shall be required to take an additional 
year of training under a certified radiologist. 


3. Candidates who have become residents of 
Canada after completing a portion of their 
training in Britain, Australasia, or the United 
States, in training centres approved by the 
certifying bodies in these areas, with which 

the C.S.R.T. has reciprocal agreements, will 

be granted full credit for the period of train- 


(c 


— 


(e 


— 
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ing so spent, and will only be required to 
make up the remainder of the two-year 
training period in Canada. 


B. How to Apply 


Application forms, training syllabi, and log 
books may be obtained from the secretary of the local 
provincial society. Completed application forms with 
fee and photograph must be submitted by the local 
secretary to the C.0.Q. The executive of the member- 
society will: 

(a) see that complete and accurate information 

has been given; 

(b) check carefully the documentary evidence of 

education; and 

(c) fill in its recommendation before the applica- 

tion is forwarded to the C.O.Q. 


The above is especially important in borderline 
or doubtful cases where the secretary of the member- 
society should submit a short summary, outlining why 
these cases are being submitted to the C.0.Q. and 
what action the local society is inclined to recommend. 
The decision of the chairman of the C.O.Q. shall be 
final insofar as the forthcoming examination is con- 
cerned. If, however, the candidate or the chairman 
feels that further opinion is needed, the case may be 
placed before the executive of the C.S.R.T. at the next 
annual meeting for discussion. 


Applications must reach the secretary of the 
C.O.Q. at least two months before the date of examin- 
ations, i.e. by March 1 or September 1. 


C. Details Concerning Examinations: 


(1) Examinations shall be written on the first 
Saturday of May and the first Saturday of 
November in each year. Part I of the examin- 
ation will be written in the morning, and 
Part II in the afternoon. Log books must be 
handed to the examination supervisor on the 
morning the examination is written. 

(2) Secretaries of member-societies will arrange 
for the required supervision and place or 
places of examination. A member of the 
C.S.R.T., preferably an officer of the local 
society, should act as supervisor whenever 
possible. If this is impossible, the local 
secretary must arrange for some other respon- 
sible person or persons so to act. In each 
instance, a suitable room or rooms must 
be provided, and arrangements made for 
adequate continuous supervision. If only ene 
candidate is writing, a technician working 
in the same department as the candidate 
must not act as supervisor. 

(3) Written examinations will have only the 
candidate’s code number clearly written on 
each book or paper. 

(4) Completed papers and the log books will be 
sent by the secretary of the member-society 
to the secretary of the C.O.Q. 

(5) The examination papers will be set up as 
follows: 


Part I (to be written by all candidates): 
Physics and Apparatus 
Anatomy and Physiology 

Radiobiology and Protection 
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Part II (Diagnostic Technique): 
Radiography 
Darkroom 

Part II (Therapeutic Technique) 


D. Marking of Papers and Issuing of Certificates 

(1) The chairman of the C.O.Q. shall provide 
that each paper be marked by at least two 
members of the C.O.Q. All papers writter 
in French will be marked by the bilingual 
member of the board. All diagnostic papers 
will be marked by the diagnostic members 
of the committee. The therapy papers will 
be marked by the therapy members of the 
committee. 


(2) Completed application forms, showing the .. 


examination marks, will be sent by the secre- 
tary of the C.O.Q. to the registrar of the 
C.S.R.T. This is done for record purposes 
only, and not for publication. Along with the 
completed application forms for filing, the 
registrar will be given a list of the successful 
candidates. 

(3) The registrar shall keep on permanent file 
all completed application forms. 

(4) Final results of the examinations, when 
ready for publication, will be forwarded to 
the secretaries of the various member 
societies concerned. The results will show 
whether a candidate has passed or failed, 
and if a failure, in what subjects. The 
editor of the FOCAL SPOT will be furnished 
with a list of the successful candidates only. 

(5) The decision of the C.O.Q. as to the results 
of any and all examinations shall be final. 
No correspondence will be entertained con- 
cerning the marks obtained by any candidate. 


E. Required Standards and Permissible Rewrites 


(1) To be successful in the examination, the 
candidates must obtain an average of 60 per 
cent or over, and a minimum of 50 per cent 
on any one subject. 


(2) A candidate failing in one or two subjects 
will be allowed to rewrite only those 
subjects. A candidate who fails on three or 
more subjects must rewrite the entire exam- 
ination. 

(3) Unsuccessful students may rewrite either six 

months or one year from the date of failure. 

The students who are rewriting one or two 

subjects will be required to rewrite the entire 

examination if more than a year has elapsed 
since the date at which they failed. 

Written notices of intention to rewrite must 

be in the hands of the secretary of the 

provincial society in time to be forwarded 
to the C.0.Q. two months prior to the date 
of examinations, as in the case of an initial 
application. The fee for the rewrite must 
accompany the notice forwarded to the 

secretary of the C.0.Q. 

(5) A student who has failed the whole or. any 
part of the examination on three occasions 
will: not be permitted to attempt further 
rewrites. 


(4 


~~" 
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(6) Notwit) standing the provisions of the above 
paragraph, the C.0O.Q. may, in special cir- 
cumstances, and at its discretion, permit any 
candidate to rewrite. 


F. Examination Fees and Expenses of Provincial 
Secretaries and C.O.Q. 

(1) The examination fee of $15.00, payable to 
the Committee on Qualifications, shall ac- 
company the application form to the pro- 
vincial secretary, who, in turn, will forward 
it with the application form to the secretary 
of the C.0.Q. The fee will not be refunded 
if the candidate fails to present himself on 
the date and at the place specified. 

(2) The fees for rewrites will be as follows: one 
subject, $5.00; two subjects, $10.00; com- 
plete rewrite, $15.00. The fee must accom- 
pany the application form which goes to the 
provincial secretary as in F (1). The fee and 
the application form will be forwarded to 
the secretary of the C.O.Q. 


(3) If the application is approved by the chair- 
man of the C.O.Q., the examination fee shall 
be remitted as follows: 

C.S.R.T. C.0.Q. Member-Society 
$15.00 fee ..... $9.00 $4.50 $1.50 
$10.00 fee ..... $6.00 $3.00 $1.00 
$ 5.00 fee ..... $1.50 $2.50 $1.00 

(signed) J. G. Stapleton, B.A., M.D., 
Nov. 8, 1958. Chairman, 


REPORT OF THE COMMITTEE 
ON INCOME TAX 


Mr. Chairman and Members of the General Council: 


133. Two matters were considered by the Income 
Tax Committee. After correspondence with the mem- 
bers, your Chairman and the General Secretary met 
the Hon. Mr. George Nowlan, Minister of National 
Revenue, and presented a brief. 

Adopted 


134. The first question was that of income tax deduc- 
tions for attendance at the C.M.A. meeting this year. 
Our suggestion was that the meeting of this General 
Council on May 29 and 30, the Annual General Meet- 
ing on June 30 and the scientific sessions in Edinburgh 
constitute parts of the 92nd Annual Meeting and that 
expenses of attending all or any parts should constitute 
one meeting within the terms of the regulations. 

The unusual situation this year was acknowl- 
edged by the Minister. He acceded to our request but 
with the reservation that this ruling shall not “represent 
a precedent for future years, or other organizations”. 
An announcement to this effect will appear in the next 
issue of the Journal. 

Adopted 


135. The second was a problem arising from the 
administration of the Canadian Medical Retirement 
Savings Plan. It was found that if payments in excess 
of the 10% of income are made, the portion paid in the 
months of January and February of the ensuing year 
can be considered to be payments in that year. If, 
however, a doctor’s income drops during the latter part 
of any year (because of sickness, strike or business 
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recession), so that the money paid into the Plan before 
December 31 is in excess of the sum allowed as a tax 
deduction, he cannot transfer the excess to the follow- 
ing year. This money becomes locked in his savings 
plan but without tax benefit. 

‘Our request for a ruling in, this matter was 
made to the Department of National Revenue and the 
reply was that our assumption was perfectly correct, in 
respect to the income tax as it now stands. Our request 
for change in this ruling was met by the Minister with 
the statement that changes in the Income Tax Act were 
not the prerogative of his department but that of the 
Minister of Finance. 

Your representatives then pointed out that it 
was our feeling that a hardship was rendered by the 
present Act because the money which, in this instance, 
was probably sorely needed, was frozen in the Plan 
without income tax advantage. It was further pointed 
out that we felt this hardship had not been intended 
and had probably not been foreseen in the writing of 
the Act. The Minister pointed out that the difficulty 
could be circumvented by not turning over the money 
to the bank until late in the year. This procedure, of 
course, would lose to the participant income for that 
period of time, and react against one of the prime 
purposes of the legislation, the establishment of a 
regular habit of saving towards one’s retirement. 

Our suggestion was that inasmuch as admin- 
istrative difficulties often had to be ironed out by minor 
changes in any Act, the Minister of National Revenue 
might point out the difficulty to his colleague and 
suggest to him a change in the Act to allow transfer 
of excess of payments in any one year into the next 
succeeding year. 

Here the matter rests and we did not think it 
opportune to press it further. It is a subject which 
might well engage the attention of your Committee 
on Income Tax in the ensuing year. 

Adopted 

All of which is respectfully submitted, 

R. M. MITCHELL, 
Chairman 
Personnel of the Committee: 


Dr. R. M. Mitchell, Sudbury (Chairman) 
Dr. F. Gerard Allison, Winnipeg 

Dr. N. J. Blair, Vancouver 

Dr. G. E. Chalmers, Fredericton 

Dr. M. O. Klotz, Ottawa 

Dr. T. J. Quintin, Sherbrooke 

Dr. G. W. Halpenny, Montreal (ex officio) 
Dr. A. D. Kelly, Toronto (ex officio) 


Moved by Dr. R. M. Mitchell, 
seconded by Dr. T. J. Quintin, 


that the Report of the Committee on Income 
Tax be adopted. 
Carried 


REPORT OF THE COMMITTEE 
ON APPROVAL OF SCHOOLS 
FOR LABORATORY 
TECHNOLOGISTS 
Mr. Chairman and Members of the General Council: 


136. There has been no formal meeting of the Com- 
mittee on Approval of Schools for Laboratory Tech- 
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nologists during the past year, and its functions have 
therefore been carried on by correspondence. 
Adopted 


137. During the year your Committee considered 
applications from 13 hospitals, and of these 10 were 
approved. In each instance, the hospital laboratory had 
been visited by ‘a member of the Canadian Association 
of Pathologists, and their personal inspection reports 
helped the Committee members greatly in coming to a 
decision. 

There are now 101 schools for the training of 
laboratory technologists in Canada, which have been 
approved by your Committee. 

Adopted 


138. The trend towards the development of central 
schools, in which didactic and bench training is taken 
for a period of several months, followed by a further 
period of apprenticeship training in an approved hos- 
pital, is rapidly increasing. In order to assess schools 
of this kind it will be necessary to draw up a separate 
Basis of Approval. Your chairman undertook to draw 
up a tentative Basis of Approval for Central Schools, 
and this has been submitted to the Committee mem- 
bers for their comment and suggestions. It would 
appear that it will be necessary for your Committee 
to meet formally, to discuss the Basis of Approval for 
Central Schools, as well as other problems related to 
the training of laboratory technologists. It is hoped 
that such a meeting can be arranged shortly. 
Adopted 


139. By~arrangement with the Canadian Council on 
Hospital Accreditation, re-inspection reports are pro- 
vided to the Committee when field representatives 
visit Canadian hospitals where approved schools are 
located. Already six such on-the-spot reports have been 
filed and there is little doubt that they will materially 
assist the Committee in detecting weak spots in the 
list of approved schools. The Committee is grateful 
to the C.C.H.A. and to the field representatives for 
this assistance, which promises to fill a gap in the 
approval program which has been evident for some 
time, 


Adopted 
All of which is respectfully submitted. 


J. W. MACGREGOR, 
Chairman 


Personnel of the Committee: 


Dr. J. W. Macgregor, Edmonton (Chairman) 
Dr. W. L. Donohue, Toronto 

Dr. W. J. Deadman, Toronto 

Dr. D. W. Penner, Winnipeg 

Dr. D. F. Moore, Saskatoon 

Dr. J. Eden, Vancouver 

Dr. Carleton Auger, Quebec 

Dr. Hugh Starkey, Montreal 


Moved by Dr. J. W. Macgregor, 
seconded by Dr. L. Whitaker, 
that the Report of the Committee on Approval 


of Schools for Laboratory Technologists be 
adopted. 


Carried 
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REPORT OF THE CENTRAL 
PROGRAM COMMITTEE 


Mr. Chairman and Members of the General Council: 


140. My report to you reviews the work of the 
Central Program Committee in preparing the program 
for the Edinburgh 1959 conjoint meeting of the B.M.A. 
with our Association. 

Adopted 


141. In view of the fact that twenty-two sections 
were represented on the Scientific program, the Gen- 
eral Council gave me permission to add to the 
personnel of our Committee. The personnel of the 
Committee was as follows: 


Dr. E. F. Brooks, Chairman 
Dr. C. L. Ash, Radiology 
Dr. J. H. Baillie and 
Dr. Gordon Sinclair, Industrial Medicine 
Dr. Milton H. Brown, Preventive Medicine 
Dr. A. L. Chute, Pzediatrics 
Dr. John Crawford, Ophthalmology 
Dr. A. M. Doyle, Psychiatry 
Dr. C. C. Gray, Medicine 
Dr. R. A. Gordon, Anzsthesia & Armed Forces 
Dr. H. G. Hall, General Practice 
Dr. G. A. Henry, Otolaryngology 
Dr. R. B. Meiklejohn, Obstetrics and 
Gynecology 
Dr. P. M. O'Sullivan, Gastroenterology 
Dr. J. L. Silversides and 
Dr. J. C. Richardson, Neurology 
Dr. R. C. Smith, Dermatology 
Dr. D. C. Graham, Rheumatic Diseases 
Dr. R. C. Ross, Pathology and Bacteriology 
Dr. H. M. Coleman, Orthopedics 
Dr. A. Ross Tilley, Plastic Surgery 
Dr. W. F. Greenwood, Internal Medicine— 
Cardiology 
Dr. A. F. W. Anglin, Chest Diseases 
Dr. N. Delarue, Surgery 
Adopted 


142. <A meeting was held in November 1956, when 
our General Secretary briefed us on the general format 
of the Edinburgh meeting and the duties of the Com- 
mittee. We were asked to select a President and a 
Vice-President, for each of the twenty-two sections. 
It was our duty also to select (a) a chairman of gen- 
eral sessions, (b) chairman of plenary sessions, (c) 
chairman of round-table conferences, (d) speakers for 
general sessions, plenary sessions and round-table con- 
ferences. After several meetings these selections were 
made. 

Adopted 


143. In January 1957, we were informed by the 
Arrangement Committee of Edinburgh as to the num- 
ber of proposed sessions for each section and as to 
how many speakers would be required, with the 
understanding that one-half of the speakers would be 
Canadian. Accordingly, each section, through its Com- 
mittee representatives, worked to attain completion of 
the sectional program. : 
Adopted 


144. On March 7, 1957, our meeting was attended 
by Dr. Ian Grant (Glasgow), Chairman of the repre- 











Canad. M. A. J. 
Sept. 1, 1959, vol. 81 


sentative body of the B.M.A. Dr. Grant reviewed with 
us the rules of the Arrangement Committee and agreed 


that our mode of approach was completely in order. 
Adopted 


145. In June 1958, our program arrangements were 
nearing completion and on June 10, 1958, our meeting 
was attended by Dr, E. R. C. Walker (Scottish Secre- 
tary of the B.M.A.) and Dr. Walter Hedgcock (Assistant 
Secretary of the B.M.A.). With these representatives 
we reviewed in detail our program and they agreed 
that it met with the rules of the Arrangement Com- 
mittee. 


Dr. Hedgcock had written to us in April 1958, 
indicating that honorary secretaries of sections were 


_.complaining that they were in the dark as to the 


Canadian planning and that replies were hard to elicit 
from their opposite number on the Central Program 
Committee. To obviate this, we reinformed our secre- 
taries of a revised list of sectional honorary secretaries 
of the B.M.A. group. 

Adopted 


146. I wish to report that the only real difficulties 
encountered were related to the program of the 
sectional meetings of Medicine. The difficulties arose 
in this manner: 


(1) We followed the dictates of the Arrangement Com- 
mittee which required us to procure eight speakers 
for four sessions, each paper to be of 20 minutes’ 
duration with 15 minutes for discussion. 

(2) Accordingly, eight Canadian speakers were invited, 
agreed and submitted their titles. 

(3) In the meantime, the B.M.A. Committee had 
arranged for five 24-hour sectional meetings, each 
meeting dealing with one topic, and it was their 
intention to invite Canadian speakers to take part. 


In October and November 1958, we cor- 
responded frequently and emphasized that we had 
not departed from the rules in arrangement and we 
could not, at this late date, rearrange our program as 
submitted. The end result was a compromise. Two of 
the subjects selected by them corresponded to papers 
to be given by Dr. Genest and Dr. Beck, and it was 
agreed that these speakers would join their sectional 
meeting. The papers of the remaining six Canadian 
speakers will be given on one afternoon following the 
original plan. 

Adopted 


147. I apologize for taking the time of the General 
Council with these details, but I feel that no criticism 
should be directed to a committee who have worked 
so hard and followed the rules of the Regulations 
Committee. I wish to thank the members of my Com- 
mittee for their co-operation. 

Adopted 

All of which is respectfully submitted. 


E. F. BROOKS, 
Chairman 


Moved by Dr. E. F. Brooks, 
seconded by Dr. M. A. R. Young, 
that the Report of the Central Program Com- 


mittee be adopted. 
Carried 
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REPORT OF THE COMMITTEE ON 
MEDICAL EDUCATION 


Presented by Dr. R. O. Jones 


Mr. Chairman and Members of the General Council: 


148. A letter from Dr. A. D. Kelly, dated October 
23, 1958, suggested that your Committee give con- 
sideration to factors affecting the recruitment and 
calibre of medical students. 

Adopted 


149. It is a fairly widely held impression that the 
number of students applying for entry into medical 
schools in Canada and in the United States is de- 
creasing. Your Committee first considered whether this 
impression was a correct one or not. It is recognized 
that it is very difficult to set a base line for what is 
the optimum number of students seeking medical 
education. It is hardly fair to compare the number 
applying to medical schools now with the number 
applying before 1914. Yet since that time, it is hard 
to pick a period which was not influenced by some 
particular factors. The high birth rate in 1914-18, the 
low birth rate during the depression in the 30’s, the 
high birth rate again during World War II, the large 
numbers of mature students who entered medical 
school immediately following both World Wars, the 
large number of well-qualified students who were held 
up by the veterans and who succeeded them a year or 
two later, all are factors which cause variation in the 
numbers of students applying to medical schools for 
admission. Your Committee, therefore, found it im- 
possible to say with certainty whether there is a real 
decrease in the numbers of medical students applying 
at this time. Further, it is anticipated that the effects 
of the high birth rate in the 1940’s will begin to affect 
the problem next year. 

Adopted 


150. The calibre of students, likewise, is affected by 
a number of factors, With large numbers of applicants, 
greater selection is possible and the over-all average 
of the students likely to be better. The appeal of other 
fields, notably, engineering and science, is un- 
doubtedly attracting some high-calibre students who 
might otherwise enter medicine. It is, however, diffi- 
cult to obtain thoroughly satisfactory evidence of 
decline in calibre of the medical student inasmuch as 
your Committee was unable to choose a satisfactory 
standard period for comparison. 

Adopted 


151. The Committee then considered factors which 
might cause a decline in numbers of students apply- 
ing for medicine. They did so under several headings: 


A. The Course 


The seven years required to qualify for the 
practice of medicine, following senior matriculation, 
is longer than that for most professions. The cost of 
the course is heavy, and even at the end of this period 
the student may be faced with a further four to five 
years of graduate training, should he wish to qualify 
himself in one of the specialties. The tendency towards 
early marriage, which began during World War II, 
has continued and may act as a further deterrent to 
a young man committing himself to a long period of 
training. The course in medicine has achieved the 
reputation of being a difficult one, and this view is 
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wide-spread among high school students and college 
students at the pre-medical level. This feeling of diffi- 
culty is probably augmented by the film strip “Careers 
in Canadian Medicine” with its accompanying 
pamphlet which was distributed in 1949 by The 
Canadian Medical Association. 


B. Prestige of the Doctor 


The day has passed when the doctor, the 
minister, the lawyer, and the school teacher stood out 
from their fellow citizens as the educated memebrs 
of the community. Other professions, notably engineer- 
ing, physics and other sciences, have acquired tre- 
mendous prestige in recent years, and are undoubtedly 
attracting students of the calibre desired as medical 
students. In this regard, it is a matter for concern that 
many members of the medical profession tend to advise 
young men against a career in medicine, emphasizing 
the difficulties and hardships of the life and forgetting, 
to place equal stress on its advantages. 


C. Government Control 


Fear of increase of government control of 
medicine, it would seem, is a deterrent to the person 
of independent character to whom the possibility of 
the life of a civil servant is not attractive. Step by 
step the influence of government on medical affairs 
has increased. While admittedly much of this influ- 
ence has been for the betterment of both the medical 
care of the people of Canada and the welfare of the 
doctor, yet the fear mentioned above has increased 
with each new step. 


D. Economic Factors 


Mention has been made of the long and costly 
course of undergraduate training, and to this can be 
added the further period of low income required for 
postgraduate training in a specialty. In the past, the 
doctor could look forward to making up for this period 
of economic stress by a period of high income which 
enabled him to pay back his debts and provide for his 
old age. At the present time, income taxation lays very 
strict limits on what can be done in this manner, 
and the period of relatively high income is no com- 
pensation for the long period of low income when 
taken over the years. The difference between medical 
incomes and those of other professions and occupa- 
tions is much less than it was in the past. In the eyes 
of many people, under existing conditions, the long 
hours of work are by no means compensated for by 
any increase in income. 


Adopted 


152. The correction of these problems is admittedly 
difficult, but certain measures are suggested by your 
Committee, 


A. Reduction in initial cost of medical education 
by: 

(1) Scholarships—A greater number of scholar- 
ships to be awarded on the basis of 
academic standing would attract more of 
the high-calibre students into the medical 
course. 

(2) Loans—As a measure to aid the rank and 
file of those applying for medicine and 
help to minimize the deterrent effect of 

the high cost of medical education, loans, 
without interest, are suggested as pref- 
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erable to bursaries for two reasons. 
Firstly, they are attractive to students who 
might be reluctant to accept a bursary, 
and secondly, the money available is used 
over and over again as it is paid back into 


the fund. 


(3) Government Aid—Your Committee was 
divided in its opinion as to the advisability 
of government aid. Some felt that it would 
be a further hold by government over 
doctors; others that it was inevitable. 


B. Compensation for the high cost of medical 
education and the long period of low income 
by special tax exemptions to permit repayment 
of debts incurred during this period, and 


possibly further recognition by tax exemptions ~ 


of the low income during this period. 


C. Publicity—lIt is recommended that the film strip 
and booklet of 1949 be revised in the light of 
the present situation. It is further recommended 
that efforts be made to counter the insidious 
influence of some members of our profession 
in their advice to younger men. 


Adopted 
All of which is respectfully submitted. 


R. C. DICKSON, 
Chairman 


Personnel of the Committee: 
Nucleus: 


Dr. R. C. Dickson, Halifax (Chairman) 
Dr. C. B. Stewart, Halifax 

Dr. R. O. Jones, Halifax 

Dr. Ian MacKenzie, Halifax 

Dr. Carl Tupper, Halifax 

Dr. F. M. Fraser, Halifax 


Divisional Representatives: 


Dr. A. F. Hardyment, Vancouver 
Dr. H. E. Duggan, Edmonton 
Dr. J. F. C. Anderson, Saskatoon 
Dr. J. P. Gemmell, Winnipeg 
Dr. M. F. Clarkson, Peterborough 
Dr. C. A. Gauthier, Quebec 

Dr. R. A. MacIntosh, Fredericton 
Dr. C. B. Stewart, Halifax 

Dr. H. W. Moyse, Summerside 
Dr. G. M. Brownrigg, St. John’s 


Moved by Dr. R. O. Jones, 
seconded by Dr. W. W. Wicgle, 


that the Report of the Committee on Medical 
Education be adopted. 
Carried 





REPORT OF THE COMMITTEE 
ON REHABILITATION 


Mr. Chairman and Members of the General Council: 


153. Your Committee has followed closely the de- 
velopments in the field of rehabilitation which have 
taken place in Canada during.the past year. “The 
Committee, as such, has not fostered these develop- 
ments, but Committee members serving in various 
capacities have actively assisted with the work, acting 
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through government agencies, universities, medical 
associations, and private organizations, and as _ indi- 


vidual practitioners. 
Adopted 


154. As a consequence of these efforts active re- 
habilitation programs have been established in Ottawa, 
Kingston, Port Arthur, Hamilton and Fredericton. In 
three of these centres the program is directed by a 
physiatrist, and in the remainder by interested medical 
personnel other than physiatrists. A physiatrist has be- 
come associated with the Department of Rehabilitation 
Medicine at the Royal Victoria Hospital in Montreal, 
and another has taken up the work in St. John’s, New- 
foundland. 

Adopted 


155. Each time a centre is opened, impetus is lent 
to the work of restoring the sick and disabled in that 
community and there is an immediate demand for 
more auxiliary workers such as physical and occupa- 
tional therapists, speech therapists, psychologists and 
others. The limiting factor for further development 
along these lines is the availability of workers. 


Considerable thought and study has been given 
to the problem of the training of personnel. During the 
past year there has been one concrete development, 
in that a training course for speech pathologists and 
audiologists opened at the University of Toronto in 
September 1958. This two-year course will provide 
the first graduating class in the spring of 1960. 


In Winnipeg and Halifax plans for the establish- 
ment of courses of training for physical and occupa- 
tional therapists are going forward. The advantages 
of careers in these professions are being presented to 
students in secondary schools, and it is hoped that 
recruits will be forthcoming to assure a full enrolment 
in the training courses when they are ready to open. 

Adopted 


156. The shortage of medical personnel willing to 
devote their full time to rehabilitation medicine con- 
tinues to present a serious problem. Although physia- 
trists, as a group, most commonly devote their talents 
to this field of endeavour on a full-time basis, there is 
no reason why physicians and surgeons in other 
branches of medicine should not be equally willing to 
make themselves available. Indeed, many of the out- 
standing rehabilitationists have come from these other 
branches of medicine—examples being Rusk, Kessler 
and Guttmann, to name three. 

Adopted 


157. The introduction of hospital insurance has re- 
quired clarification of the relationship between the 
physician, the patient and the hospital, for those mem- 
bers of the profession who have.a contractual relation- 
ship with the hospital. This has affected radiologists, 
pathologists, physiatrists and cardiologists. Consider- 
able time and study has been devoted during the past 
year, to arrive at satisfactory solutions to the problems 


created. 
Adopted 


158. There is every reason to believe that a certain 
element of success has characterized the negotiations, 
and with a better understanding has come clarification 
of principles which will permit of the preservation’ of 
sound practice. From this experience it is believed 
benefit may ultimately accrue to members of the pro- 
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fession who are as yet remote from the pressures which 
arise when government intervenes in medical practice. 
Adopted 

All of which is respectfully submitted. 


A. T. JOUSSE, 
Chairman 


Personnel of the Committee: 
Nucleus: 


Dr. A. T. Jousse, Toronto (Chairman) 
Dr. Frederick Dewar, Toronto 

Dr. Donald Graham, Toronto 

Dr. John Crawford, Toronto 

Dr. G. A. Lawson, Toronto 


Divisional Representatives: 


Dr. B. M. Fahrni, Vancouver 

Dr. M. T. Carpendale, Edmonton 
Dr. T. J. Roulston, Regina 

Dr. F, H. Smith, Winnipeg 

Dr. G. E. Wodehouse, Toronto 
Dr. Gustave Gingras, Montreal 
Dr. V. M. Zed, Saint John 

Dr. A. H. Shears, Halifax 

Dr. T. A. Laidlaw, Charlottetown 
Dr. C. McCann, St. John’s 


Moved by Dr. A. T. Jousse, 
seconded by Dr. G. E. Wodehouse, abo 


that the Report of the Committee on Rehabilita- 
tion be adopted. 
Carried 


REPORT OF RESOLUTIONS 
COMMITTEE 


Moved by Dr. F. A. Turnbull, 
seconded by Dr. G. E. Wodehouse, 


that the General Secretary make the necessary 
minor corrections of Reports to the General 
Council, and edit same, in preparation for 
publication in the Canadian Medical Association 
Journal; 
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that the General Secretary be authorized to 
complete the business of this session of the 
General Council by letters of thanks, etc.; 
that this General Council express to the Ontario 
Medical Association its sincere appreciation of 
the facilities provided and the generous hos- 
pitality displayed at this meeting of the General 
Council. 

Carried 


NEW BUSINESS 


Dr. H. V. Morgan addressed the General 
Council and reminded the assembled members that 
Dr. N. H. Gosse had been elected to the office of 
President-Elect of The Canadian Medical Association 
in Saskatoon in 1949, taking office as President in 
Halifax in 1950. In 1952 he was elected to the office 
of Chairman of the General Council in Banff. Dr. 
Morgan stated that The Association should show 
recognition of the outstanding service which Dr. Gosse 
has rendered to The Canadian Medical Association, 
and it was 


Moved by Dr. H. V. Morgan, 

seconded by Dr. W. W. Baldwin, 
that the General Council of The Canadian 
Medical Association direct the Executive Com- 
mittee to arrange for an appropriate token of 
our high esteem of Dr. and Mrs. N. H. Gosse, 
to be presented to them at the next annual 
—— of the C.M.A. in Banff. 

Carried unanimously 


Moved by Dr.-‘M. S. Douglas, 

seconded by Dr. T. J. Quintin, 
that a vote of thanks be extended to the secre- 
tariat of The Canadian Medical Association for 
the excellent way in which they have carried 
out the arrangements for this meeting and their 
general functions. 

Carried 


ADJOURNMENT 


The meeting adjourned at 2.50 p.m. on Satur- 
day, May 30, 1959. 





